ttee, 
itics 
anch 
nual 


sion, 


Vou. Yuan 


THE MEDICAL JOURNAL OF AUSTRALIA 


SYDNEY, SATURDAY, MARCH 19, 1960 


No. 12 


ORIGINAL ARTICLES— Page 


The Beattie-Smith Lectures, by W. H. Trethowan 441 

Surgeon Apprentice and Naturalist: Being 
Incidents from the Journal of Niam L. 
Crowther During the Voyage of the Barque 
“Emu” from Van Diemen’s Land to London 
Dock, February = to June 23, 1839, by 


w. 
Growth and Nutrition. “Or Infants ‘in’ the “Western 
Highlands of New Guinea, by S. R. McKay .. 452 
A Simple Method for the Determination of Serum 


REPORTS OF CASES— 
Partial Small Bowel Obstruction with Failure of 
Rotation of the Midgut, by Robert Bennett .. 460 


REVIEWS— 


The Year Book of 
Pathology 463 
Congrés National des" Sciences’ Médicaies 464 
American Drug Index, 1959 464 
International Work in Bitharziasis, 1948- 1958 464 
Hospital .. 464 


LEADING ARTICLES— 
Viruses and the Common Cold... .. .. .. «. 465 


CURRENT COMMENT— 
The Report of the Director-General - Health .. 466 
he Effect of Smail Doses of Alcohol | 
and Cholera in 1959 .. 
ABSTRACTS FROM MEDICAL LITERATURE— 


MEDICAL EDUCATION— 


Planning the Future in Medical dace aa An 
Experiment in Medical Education ‘ ~. 470 


Table of Contents 


[The Whole of the Literary Matter in THE ‘MEDICAL JOURNAL OF AUSTRALIA is Copyright.] 


Crowther 446 


BRITISH MEDICAL ASSOCIATION— 


New South Wale: Branch: Scientific .. .. .. .. 472 
OBITUARY— 

CORRESPONDENCE— 

General Pharmaceutical Benefits .. .. .. .. «. 475 

Ultra-Short-Wave Diathermy . 477 

The New South Wales Board of Health “and the 

Medical Disciplinary Tribunal Tar? 477 
The Sterilization of Household Woollens 478 


POST-GRADUATE WORK— 


The University of Sydney 478 
The Melbourne Medical Post-Graduate bleniatis 478 


DISEASES NOTIFIED IN EACH _— AND 
TERRITORY OF AUSTRALIA co oe 479 


ROYAL AUSTRALASIAN COLLEGE OF SURGEONS— 
Faculty of Anesthetists .. oe ae 


AUSTRALIAN COLLEGE OF GENERAL 
PRACTITIONERS— 
Queensland Faculty .. .. .. «2 oF oF ee 480 


CORRIGENDUM— 


Medical Research in Australia .. .. .. 480 
MEDICAL APPOINTMENTS .. «2 «+ «+ 480 
DIARY FOR THE MONTH .. .. .. .. «2 «se «+ 480 


MEDICAL APPOINTMENTS: IMPORTANT NOTICE .. 480 


EDITORIAL NOTICES... .. .. 480 


Che Beattie-Siunith Lectures,’ 


(UNIVERSITY OF MELBOURNE.) 


By W. H. TrerHowan, 
Professor of Psychiatry, University of Sydney. 


Lecture I: PSYCHIATRY AND THE MEDICAL CURRICULUM. 


THERE are, perhaps, grounds for hoping that William 
Beattie-Smith would have been interested in the contents 
of the two lectures I am about to deliver. He not only 
played an important part in lecturing medical students 
in insanity, but, while medical superintendent at Kew, 
inaugurated a system of training for his nursing staff 
and attendants. While I have no knowledge of his ability 
as a teacher, it seems from the tribute paid him by at 
least one previous Beattie-Smith lecturer (W. E. Jones, 
in 1939) that he was a good one. In addition, I have gained 
a distinct impression that Beattie-Smith was not only a 
man of character, but a “character” in the more colloquial 
sense of this word. Such men often command attention, 
and, if they are cast in the role of teacher, what they 
teach tends to be remembered. 

Although there is no way of finding out, it would be 
interesting to know what Beattie-Smith himself thought 


1 Delivered at Melbourne on October 5 and 8, 1959. 


of the course of lectures he gave to the students of the 
University of Melbourne. I, for one, would be surprised 
if he regarded a mere course of lectures as sufficient, not 
only to satisfy the inquiring and, we may hope, eager 
minds of his students, but to equip them for the burden 
they would have to carry after graduation. 
If poverty be a title to poetry, I am sure nobody can 
dispute mine. I own myself to the company of beggars; 
and I make one at their weekly festivals... . 

These words, which open the prologue of “The Beggar’s 
Opera” seem appropriate, inasmuch as they have some 
application to the teacher of psychiatry to whom only a 
small portion of the medical curriculum is allotted. 
Although conceived a hundred years earlier, John Gay’s 
masterpiece, like Johnny Walker, is still going strong. 
Psychological medicine, while many centuries older than 
either, did not assume its present form until the second 
half of the last century; it has appeared in a more 
dynamic guise only within living memory. This slow 
development was as Lewis (1955) has pointed out, a 
result of several factors: an absence of pathology, the 
backwardness of scientific psychology and _ irrational 
prejudice. It is still reflected in many places in the world 
by a relative lack of attention paid to the teaching of the 
subject. 


While there have always been medical teachers who 
have stressed the psychological aspects of disease, these 
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have never, until recently, been at all numerous. 
Hippocrates was certainly one; Asclepiades, Arateus of 
Cappadocia and Galen are other early examples. At the 
turn of the seventeenth century, Hermann Boerhaave of 
Leyden, the greatest clinical teacher in the leading medical 
school of the time, took an interest in melancholia and 
other forms of mental disease, and no doubt taught his 
students something of these things. During the last 
century, Sir William Gull, one of England’s most famous 
physicians and teachers, accurately recognized anorexia 
nervosa in its true colours and, in addition, made some 
cogent observations as to the nature of hysteria. Early 
in his career, Gull was appointed as resident physician 
in charge of lunatics at Guy’s Hospital (Cameron, 1954). 
No doubt his interést in psychological medicine stemmed 
from this experience. Sir Samuel Wilks, a contemporary 
of Gull and from the same school, was one of several who, 
quite some time before Freud, recognized the possible 
influence of unconscious mental processes (Jones, 1956). 


But these were all physicians. Teaching about mental 
disease by those who may properly be called psychiatrists 
seems to have begun with Phillipe Pinel, better known, 
perhaps, as the initiator of a policy of non-restraint and 
other humane reforms. Pinel’s most famous pupil, 
Esquirol, was a great clinical teacher, and perhaps better 
known on this account than his master. In nineteenth 
century England, those who did most to raise the status 
of their specialty by teaching were Daniel Hack Tuke, 
“an enlightened and scholarly man”, great-grandson of 
William Tuke who founded “The Retreat” at York 
(Guthrie, 1945); Henry Maudsley, after whom _ the 
Maudsley Hospital in London is named; and Clouston of 
Edinburgh, himself the teacher of William Beattie-Smith. 


Turning to Germany, the name of Emil Kraepelin 
springs at once to mind. Despite certain limitations of 
vision arising out of a fundamental assumption that mental 
disease was predetermined, and leading in turn to an 
attitude of therapeutic nihilism (Zilboorg, 1941), his was 
an astute mind, given to _ well-ordered observation. 
Kraepelin’s clinical descriptions of most of the major 
mental disorders are of a quality difficult to surpass. 
Although it has, of late, become somewhat fashionable to 
disparage his teaching, this still exerts a considerable 
effect on modern psychiatry. 


In the United States which, many believe, leads the 
world in granting psychological medicine. a rightful place 
in the medical curriculum, the story mainly begins with 
Adolf Meyer. He is worthy of mention, not only as a great 
teacher, whose influence spread to many medical centres, 
but as the founder of a new approach to psychiatry—the 
psycho-biological approach. This, in its turn, has had a 
widespread effect in England as well as in North America. 
Meyer freed psychological medicine from its dependence 
on morbid anatomy and from an undue emphasis hitherto 
placed on classification. Out of his work much of our 
present-day teaching has developed (Ebaugh and Rymer, 
1942). 


Until connparatively recent times psychiatry has 
remained largely a field of study for post-graduate workers. 
Nevertheless, the increasingly bright light shed, during the 
last 30 or 40 years, on the dynamics of human behaviour 
has resulted in a rapid extension of its ambit, so that it 
can be no longer considered proper to confine the activities 
of those who practise this specialty within the horizons 
of a mental hospital or psychiatric clinic. Indeed, so 
much has been learned of the psychological background, 
not only of mental disorders, but of many physical diseases 
also, that the latter can no longer be considered as the 
sole property of the internist. Furthermore, psychiatry 
or psychological medicine has now grown so lerge that 
some would. agree that it can no longer be considered as a 
relatively small specialty. Instead, it has started to 
become one of several broad divisions of medical practice, 
akin in size, if not yet in stature, to general medicine and 
surgery. The subject has, in fact, undergone such expan- 
sion that no one man can expect to become fully cognizant 
with all its ‘aspects: Thus, child psychiatry, mental 


deficiency and the practice of psychoanalysis have begun 
to assume the appearance of specialties within the total 
field of psychological medicine. It is likely that other 
parts of the subject—for example, psychopharmacology— 
will soon follow suit. 


Pari passu, it can be said that the moment has clearly 
arrived when no physician, whatever his ultimate bent, 
ean consider himself properly educated unless he is abie 
to give some intelligent expression of his views on some 
or all of these things. To have sufficient knowledge of the 
psychological background of disease has become a neces- 
sary part of personal diagnostic and therapeutic equip- 
ment. While no one is anxious to turn every medical 
practitioner into a psychiatrist, the time has arrived 
to look squarely at the facts, and decide whether we can, 
in all good faith, still continue to allow any medical 
student to graduate and take on the responsibilities of 
medical practice so ill equipped in certain respects as he 
obviously is at the moment. 


Overt mental illnesses, particularly those whose mauni- 
festations are of a grosser kind, can be left in the hands 
of psychiatrists. Apart from these, there is undoubtediy 
a very large number of patients who suffer from disorders 
which, in the last resort, prove either wholly or in part 
to have emotional or psychological causes. These must 
necessarily, and tightly, be treated mainly by general 
practitioners and other non-psychiatrists. Not to train 
them adequately to do so is to lay ourselves open to a 
charge of grave neglect. 


With the disappearance of most of the major epidemic 
disorders which once decimated the ranks of the world’s 
populations; with the almost incredible advances in 
modern scientific medicine and surgery which have led 
so much to the relief of human suffering and, during the 
last half century, to an increase of the average life span 
by more than half as much again, the battle for the mind 
looms ever larger. 

Continuous reiteration of the enormous dimensions of 
the mental health problem has reached the point of 
becoming tedious. The effects of mental illness, which are 
so closely bonded to untold misery and human suffering, 
and its threats to our economy, are such that by now, 
surely, they should be apparent to all. This is a matter 
demanding the most earnest and energetic attention. 
Similarly, the potentialities of preventive psychological 
medicine are now so promising that they should be under 
the closest scrutiny from_all sides. Mental health needs 
to be recognized as an inescapable responsibility of every 
health department that has a modern dynamic conception 
of its role. It is indispensable to the full discharge of 
the task to which the public health movement is 


_ historically committed (Jensen, 1953). 


It is an interesting, though perhaps a somewhat dismal 
observation that it has taken two world wars to make 
some people, at least, begin to face these issues squarely. 
As Lord Adrian recently pointed out (Adrian, 1959): 

We cannot now expect another major war to give a 
fresh turn to our thoughts; there will be no more large 
wars to alter the course of arts and sciences, for when 
they have finished there will be nothing left to alter. 

Thus, as medicine becomes ever more an exact science, 
and treatment, diagnosis and prevention become increas- 
ingly efficient, social, psychological and environmental 
problems need closer and closer consideration. Social 
isolation, loneliness, the psychological problems of aging, 
the stresses and strains of modern living, marital dis- 
harmony, the waning of religious interests, psychosexual 
immaturity, uncertainty as to,the future and anxiety of 
a hundred and one different kinds—these are just as much 
the causes or harbingers of ill health as are trauma, 
bacteria and noxious hazards of other kinds. 


The medical profession. now lies in some “danger of 
being outstripped by lay and non-medical organizations, 
both. voluntary and professional, in advocating social 
reforms which have a direct bearing on mental health. 
If this continues, we are likely to lose some of the respect 
with which we like to. believe. we are viewed by other 
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sections of the community. There is, already, some 


evidence of decline in our stature, 


A correspondent (Hennelly, 1959) has put the matter 
suecinetly. He states: : 


A number of medical schools are still dragging their 
feet where provision of facilities for the psychiatric 
education of the medical student is concerned; this, 
despite public, national, student and general prac- 
titioner demands that doctors be educated and 
equipped at general practitioner level to meet the 
manifest and clamant needs of the enormous numbers 
of the psychologically ill in every community. 

If we, as doctors, continue to fail to discharge our 
responsibilities in this sphere, we may soon find ourselves 
confronted with an unfortunate, difficult and possibly 
irreversible situation arising out of the intrusion of 


niedically unqualified persons into a field which is 


properly our prerogative. Sir David Henderson (1954) 
has observed that the dichotomy which has arisen from 
general medicine on the one hand becoming too organically- 
minded and mechanistic, and from psychiatry on the 
other losing its objectivity and becoming dominated by 
tue subjective, the emotional and the hypothetical, has 
already had some unfortunate results. He has remarked 
that the somewhat absurd stage has been reached where, 
so far as psychiatry is concerned, some consider that a 
basie medical training is no longer to be regarded as a 
prerequisite. One cannot do other than agree with his 
view that this is a serious state of affairs—one which 
cuts across all medical tradition and practice, and one 
which may, in time, undermine the whole structure of 
medical education. 


The danger then amounts to this: if the medical pro- 
fession does not provide the kind of service which the 
public rightly demands, ‘and can be expected to demand 
increasingly from now on, others, who are already acting 
as understudies, will soon come forward to take over what 
is ._properly our role. Many now view with growing 
apprehension what appears to be an aitempt by certain 
non-medical professional persons, notably psychologists, 
and some others of different disciplines, to invade our 
province. There is already a definite idea abroad that a 
degree in psychology, with perhaps a certain amount of 
post-graduate experience in the clinical field, qualifies an 
individual to treat patients at least by psychological, if 
not by other means. This may be in order if there is 
close enough medical supervision. However, there is 
evidence in some quarters of a desire to assume an undue 
amount of responsibility: It is regrettable to note that 
this has even been fostered by certain medical men (Kubie, 
1954). The main intrusion has, so far, been into the field 
of child guidance, as a result of which there are already 
ominous signs of a schism to be seen starting in several 
different places at once. If it is granted that emotional 
or behaviour disturbance in childhood, which is admittedly 
often a result of a deficiency in the parents, can also occur 
in an identical form as a result of some not altogether 
easily perceptible organic disease, one is justified in 
inquiring perhaps just how much the care of these patients 
can safely be left in the hands of the medically unqualified. 
What pediatrician can view the development of this 
situation with any degree of complacency? 


No one can for a moment decry the valuable service 
which clinical psychologists, social workers and other 
medical ancillaries are able to give. Indeed, experience 
clearly indicates that we cannot now do without these 
people. We must, however, be on guard lest they try to 
do without us. While matters would be improved if the 
role of the clinical psychologist was more exactly defined 
(Trethowan, 1958a), a more certain way to accomplish 
this would be to teach our medical students, the prac- 
titioners of tomorrow, not only more and better psycho- 
logical medicine, but how best to use the valuable services 
which these ancillary personnel can provide. Regarding 
this, Rees (1957) has pointed out that doctors are, at 
present, taught little about how to consult and work with 
people in other professions and, similarly, are not trained 
to evaluate programmes proposed by various government 
and voluntary agencies to control illness or to promote 


good health. This they learn only, if at all, by hard 
experience. 


According to Professor Ewan Cameron, the fact that the 
development of psychiatry has been so long delayed is 
not due to simple neglect, but arises from powerful, and 
as yet ill-understood, opposition to facing this area of 
human life and health. This, he states, comes from sources 
deep within our system of social beliefs and organization. 
In our struggles with our instinctive drives, the tendency 
is to try to control them by deprecation and banishment. 
Opposition is facilitated by the singularly, though 
narrowly, successful development of a system of medicine, 
based upon a philosophy of science, and derived from the 
physical disciplines of biochemistry, physics and 
chemistry. This system is, however, not totally adequate, 
being ill fitted to deal with those non-logical, non-rational 
uniquely personal factors, which we now know so greatly 
to affect the course of human ill-health (Cameron, 1958). 


In this light, it is disturbing to observe that a first-year 
medical student may start his career with a mind more 
perceptive of the facts of human nature than he will have 
after completing his preclinical course. As a rule, during 
this part of his career, he becomes indoctrinated with a 
scientific attitude largely evolved, not from the study of 
the behaviour of living organisms interacting with. their 
environment, but from the physical sciences. One result 
of this is the propagation of the absurd mind-body dualism 
which so strongly colours the thinking of the average 
medical practitioner. The essentially materialistic nature 
of the early years of medical training strongly fosters 
this dualistic attitude, and later interferes with an 
adequate appreciation of man as a totality, and perhaps 
also with an awareness that the whole may be greater than 
the sum of its parts. 


It is probably easier to prevent such an attitude from 
developing than to correct it once it becomes deeply 
ingrained. To do this adequately, sufficient instruction 
in psychology, in the mechanisms which govern the 
development of both normal and abnormal human 
behaviour—in short, the anatomy of personality—must be 
included early in the preclinical course, along with 
teaching given in other basic sciences. Furthermore, 
attempts should be made, when possible, to integrate the 
various basic sciences, in order that an holistic viewpoint 
may be firmly engendered and maintained in the student’s 
mind. 


The Americans have not only appreciated the sense of 
this, but, being convinced of its importance, have trans- 
lated it into practice. The medical schools of the British 
Commonwealth, with the exception of Canada, where 
medical teaching approximates much more to that in the 
United States, have, with a few notable exceptions, done 
little more than pay the idea lip-service. In America, the 
type of teaching given is based upon the recognition that 
psychiatry has progressed beyond interest in the abnormal 
human only, and has become interested in the average 
man, his interpersonal relationships and his relation to 
his environment (Ewing, 1956). This has been further 
explained by Kaufman (1957), who has observed the dual 
role which modern dynamic psychiatry plays in medicine 
today. While as a medical sub-specialty its province is to 
deal with those syndromes which are of nervous or mental 
origin, its other, and perhaps even more significant, 
function is in the guise of medical psychology as a basic 
science. Not only, then, is it held necessary for a physician 
to have sufficient knowledge to recognize the commoner 
psychiatric disorders, particularly in the form in which 
he may meet these in practice, but, in addition, he requires 
the capacity to understand and take into account the 
functioning of human personality in its relation to health 
and disease. 

Many, of course, would say that the general practitioner 
is the target at which all this should be aimed. In this 
regard the observation is not infrequently made that those 
who plan medical curricula and are responsible for seeing 
that medical teaching programmes are put into effect are 
often inclined to lose sight of the fact that the needs of 
their students, when these later qualify and go into 
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practice, may be very different from their own. In 
addition, it must not be forgotten that the atmosphere of 
a teaching hospital often tends to become somewhat 
rarefied. What is taught may at the time fascinate both 
student and teacher, though the former may become a 
trifle disillusioned, not to say bewildered, when at a later 
date the umbilical cord which attaches him to his parent 
hospital is suddenly severed. 


While I do not propose to allow myself to become 
embroiled in the somewhat controversial issues which 
now surround the subject of training for general practice 
and the desirability of this, attention may be called to a 
report prepared by a working party of the Council of the 
College of General Practitioners in Great Britain on 
Psychological Medicine in General Practice (1958). 
Whether this report will have any sudden or profound 
effect on psychiatric medical education in the United 
Kingdom or elsewhere remains to be seen. Certainly the 
amount of psychological and psychiatric teaching given 
in many centres is undergoing a gradual, though uneven, 
expansion; but, at the same time, it may be seriously 
questioned whether such slow progress is both realistic 
and in accord with what many believe to be a very urgent 
and real demand. 


In quoting Professor Cameron’s views, it was hinted 
that the tardy development of psychological medicine was 
a result of powerful, ill-understood opposition or prejudice. 
This deserves further analysis for, if the truth is known, 
the major part of this opposition appears to stem from the 
medical profession itself, or at least from some of its 
more conservative members who, by reason of their 
academic or medico-political stature, are in a position to 
exert a considerable influence on the development of 
medical teaching as a whole. It would appear profitable, 
therefore, to spend a few moments in a critical examina- 
tion of the attitude of general physicians and others 
towards their psychiatric colleagues. While this has, in 
recent years, undergone some change, there is undoubtedly 
room for a better degree of understanding on both sides. 
Just as psychiatry has for so long been medicine’s poor 
relation, so have those who practise this specialty tended 
to become a target either for ridicule or, in certain cases, 
for adverse comment, often, regrettably enough, of a 
singularly ill-informed kind. Psychiatrists, as a rule, 
are not particularly perturbed by jokes at their expense; 
they take comfort in knowing that to laugh at something 
one does not properly understand is a common way of 
denying the anxiety which ignorance tends to invoke. 
Similarly, psychiatrists are often considered, at least 
from the scientific or academic point of view, as something 
not quite out of the top drawer. True or false, there have 
always been notable exceptions to the rule. Psychiatry 
may also have suffered from the attitude of non- 
psychiatrists who, by expressing the view that the specialty 
cannot be regarded as altogether respectable, may have 
prevented some who are competent, but who perhaps 
overvalue the respect of their colleagues, from entering 
the field. It is sometimes said also that psychiatry has 
a tendency to attract those to whom the adjective 
“eccentric” may be the kindest epithet to apply. I believe 
that this is a fallacy. In the absence of any valid statistical 
data, it is to be doubted whether psychiatrists, on close 
scrutiny, would prove to be any queerer than the rest of 
mortals. i 

In passing, it may be observed that Freud, undoubtedly 
the leading psychiatric figure of the present century, was 
the one at whom the most calumny and vituperation has 
been hurled. Although most of the opposition to Freud 
and his ideas has waned, this is by no means dead, and 
it merits further discussion. As is well known, Fréud 
was abused for the “unflattering picture of human motives” 
(Adrian, 1959) which he painted, and especially on account 
of the seemingly highly-coloured sexual content of his 
theories, Freud, it should be remembered, was no academic 
upstart. Before becoming involved in psychoanalysis, he 
specialized as a neurologist, and achieved some degree of 
eminence as a teacher of this subject (Zilboorg, 1941). A 
large part of psychoanalysis has now been accepted into 
the main body of psychiatric knowledge. Although a 


psychiatrist needs to be eclectic, it is doubtful whether he 
can practise adequately and, in particular, carry ou: 
psychotherapy, without having some familiarity with, 
together with a degree of acceptance of, the essentials 
of Freud. The prejudice which exists towards psycho- 
analysis is still strong, though it has to a certain extent 
gone underground. Thus, while their non-psychiatri: 
colleagues are clearly showing some signs of greater 
acceptance of psychiatrists, they still tend to imply 
that the sound psychiatrist (that is, he who is con 
Sidered respectable) is essentially orthodox in his 
approach. Medical orthodoxy clearly dose not as ye‘ 
extend to psychoanalysis. This was recently apparent a: 
a joint conference, to which physicians and psychiatrist: 
came to discuss interdisciplinary problems. On this 
occasion, one physician even went so far as to venture the 
opinion that he approved of the psychiatrists preseni, 
because he assumed that they, like he, clearly did not 
subscribe to the Freudian heresy. He probably arrived at 
this conclusion because the psychiatrists, in making their 
contribution, kept a careful distance from the use of 
psychoanalytical jargon. It requires little experience to 
learn the need for this when dealing with medica} 
colleagues. 

Implicit in this rejection of psychodynamic theory, 
together with an attempt to identify the psychiatrist as 
an orthodox physician, is the persisting notion that the 
handling of psychological problems, when all is said and 
done, is a commonsense and everyday affair. With medical 
students there is less difficulty. Their minds are, for the 
most part, sufficiently untrammelled by fixed attitudes for 
them to be able to accept the fact that the psychodynamic 
evaluation of emotional problems and their handling is not 
@ mere matter of common sense, but something which 
demands considerable thought and understanding and the 
acquisition of a fair degree of technical ability. One of the 
main arguments recurrently advanced against psycho- 
analytical and dynamic psychopathology of all kinds is 
that it is an unscientific method, and incapable of objective 
assessment. While this is by and large true, it must never 
be forgotten that, until the advent of dynamic psycho- 
pathology, a wide range of human behaviour and very 
many of the symptoms of mental disorder were quite inex- 
plicable, other than in terms of morality or degeneracy, 
both of which turned out to be sterile concepts. In 
addition, the fallacy of dismissing as unworthy of notice 
data which cannot be submitted to objective assessment 
has been criticized by Professor J. H. Woodger (1956). 
His methodological essay entitled “Physics, Psychology 
and Medicine” should, perhaps, be compulsory reading for 
all medical students and their teachers. 


We have also to remember that anxiety, guilt and other 
more or less complex emotions, while incapable of scientific 
measurement save in terms of some of their more remote 
somatic effects, are a universal experience. To suggest 
that because they are immeasurable that they are unworthy 
of serious consideration is patently absurd. Yet this is 
exactly what many’ choose to do. Though the assertion 
may be denied, ample proof of its existence is provided by 
the psychological scotomata which so strongly continue to 
pervade present-day medical thought. While we are told 
that the “nature of man” is the ultimate quest of science 
(Sherrington, 1951), it seems, more often than not, that 
it is the investigation of man’s nature which is the area 
of medicine’s main neglect. 

However, to understand the resistance towards recent 
advances in psychiatric thought since the commencement 
of the Freudian era, one must look deeper still. The attack 
on psychoanalysis by doctors, scientists of different 
disciplines and others, on account of its being subjective, 
unscientific or what you will, may then be perceived as 2 
rationalization or an intellectual attempt to explain away 
something which is a potential source of discomfort. 
Indeed, the attack itself may properly be considered as 
either a projection or a form of displacement. The basis 
of all this lies, of course, in the threat of exposure of that 
primitive instinctual part of the personality, of the 
existence of which many are uncomfortably aware, but 
would dearly like to deny. 
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Yet another, though probably a secondary source of 
yesistance is derived from the idea that determinism is 
the keystone of the psychodynamic explanation of mental 
processes and human behaviour. The very nature of our 
upbringing, which lays such strong emphasis on the 
i mnportance of free will and self-control, makes determinism 

2 particularly hard morsel to swallow. 


Turning elsewhere, it also has to be admitted that 
considerable harm may have been done to the cause of 
psychological medicine by unpsychological psychiatrists. 
‘hese are those who tend to try to deny the true nature 
c! certain of the problems with which they profess to be 
avle to deal. They appear to believe that it is only a matter 
of time before all psychiatric investigation and diagnosis 
ae reduced to clinico-pathological terms. Many also 
ccomplacently await the day when some new tranquillizing 


drug can solve, by suppression perhaps, some of those’ 


several mysteries which they are too incompetent, too 
anxious or perhaps too idle to attempt to unravel. Though 
these may sound like harsh words, it has to be admitted 
tat it is undoubtedly easier and less time-consuming to 
write a prescription or press the switch of an electro- 
convulsive machine than it is to listen and understand. 


This is not to deny for one moment the efficacy of 
certain forms of physical treatment. Indeed, the dis- 
coveries of the last twenty years have revolutionized the 
outlook for many psychiatric patients; but despite all these 
wonders and some promises for the future, a very large 
proportion of diseases, both‘ mental and physical, to which 
human beings are subject will, if they are to be intelli- 
gently understood, continue to need appraisal in psycho- 
logical and in dynamic terms. This is probably even more 
true of the field of prevention than it is of established 
disease. Here, if anything worth while is to be done at all, 
it must inevitably be something of a psychological kind. 
Vhis, however, is by the way. The real harm done to the 
cause of psychiatry by those who practise it unpsycho- 
logically is that they foster the prejudices which exist in 
the minds of those who are uninformed and who have, 
perhaps, a lesser chance of learning the truth of these 
matters than they. The veiled, though definitely hostile, 
attitude which many orthodox physicians and medical 
administrators express in relation to depth psychology 
will finally be overcome a when psychiatrists are better 
able to present a united front. 


Conversely, and apart from those who are unpsycho- 
logical, much harm can be done, and probably has been 
done, to psychological medicine by those who overvalue 
and adhere too closely and uncritically to the doctrine of 
any particular school. In order to avoid bias, some people 
may need to be reminded that psychiatry and psycho- 
therapy do not begin and end with Freud, however 
important his contribution to our understanding may be 
thought to be. So varied, in fact, are the problems which 
confront a psychiatrist, that an eclectic approach is the 


one likely to stand him in good stead. 


Yet another viewpoint which has probably held the 
progress of psychiatry in check, and impaired its relation- 
ship with the rest of medicine, is that of the over- 
conservative and unadventurous mental hospital adminis- 
trator. Being unduly deferent towards his political 
masters, this gentleman resists change and is afraid of 
experiment. Happily, he is a member of a dying race. 
This is as well, for he bears no resemblance to the good 
shepherd who leads his flock, but rather resembles one who 
sleeps uneasily in the shade, leaving his dog on guard to 


ensure that his sheep do nothing more progressive than 
graze, 


Whatever the basis of medicine’s opposition to 


Psychiatry, whatever the other sources from which resis- 
tance comes, there is no doubt that ignorance and prejudice 


continue to dominate our thinking. This has, furthermore, 
given rise to certain repercussions which have themselves 


seriously impeded the psychiatric. teacher’s ability to 


impart his subject. One of these is the persisting failure 
of many teaching hospitals, both at home and abroad, to 
Provide adequate facilities for the treatment of psychi- 


atric patients. Under these circumstances, the teaching 
of psychological medicine to medical undergraduates 
inevitably suffers. If it is admitted that mental disease 
is a medical problem, then every general hospital should 
set aside a reasonable proportion of its beds for psychi- 
atric patients. Apart from enhancing student teaching 
this measure probably does more to overcome prejudice and 
fears:about mental illness than does any other method of 
public education (Tallman, 1956). Similarly, as Professor 
Saint recently stated (1959), while psychiatry may well 
remain a separate discipline with a conceptual framework 
as different from that of medicine as chalk is from cheese, 
only if the psychiatrist works in the closest liaison with 
the physician, the pediatrician and the obstetrician is it 
likely that his subject will become invested with the 
desired halo of respectability. 


In considering the amount and type of psychiatric 
teaching given in various medical schools, there is, as 


~might be expected, a definite relationship between this 


and the number of psychiatric beds available in the 
general and, in particular, in the teaching hospitals. 
It may be found, then, that in the United States, where 
well over 600 general hospitals admit psychiatric patients 
(Gayle, 1956) over five times as much teaching time is 
given over to psychiatry during the clinical years as in 
Australia, where only a few general, and by no means 
all teaching hospitals have any kind of psychiatric 
in-patient service. The provision of adequate accommoda- 
tion for psychiatric patients in a general hospital not only 
allows medical students direct access to psychiatric 
patients and better opportunities for clinical clerking, 
but has an important effect on the standard of medical 
care in the hospital as a whole. Given such a service, 
consultants in other departments tend to. make greater 
use of psychiatric opinion in evaluating their patients 
than they would otherwise do. In turn, the student 
observing this is made very much more aware of the 
importance of emotional aspects in all kinds of physical 
diseases. In addition, interdisciplinary training is 
facilitated. Apart from enhancement of student teaching, 
the presence of an adequate psychiatric in-patient service 
enables other members of the hospital’s staff to gain a 
greater understanding of psychological and social prob- 
lems of medical and surgical patients and patients in 
other categories. This applies particularly to residents 
and registrars, a proportion of whom will inevitably 
become the teachers of tomorrow. 


In relation to this, many medical teachers, including 
some psychiatrists, are of the opinion that the respon- 
sibility of teaching students to understand the psycho- 
logical aspects of diseases and the nature of so-called 
psychosomatic problems should be primarily in the hands 
of the physician, surgeon, obstetrician or whoever it may 
be, who has the over-all care of these patients. No sound 
objection can be raised to this provided, of course, that 
the teacher concerned has a sufficiently thorough and 
proper understanding of this aspect of his subject. This 
is not to imply that all medical or surgical teachers must, 
at the same time, be psychiatrists. It does, however, imply 
that there is a need for them to acquire a much deeper 
knowledge of psychological processes than the majority 
at present possess and would care to admit that -they lack. 
As was previously stated, an intuitive approach of a 
commonsense kind does not go deep enough to accomplish 
much that is worthwhile. It looks first of all, then, as if 
the psychiatrist or the teacher of psychological medicine 
needs, in additiecn to teaching students, also to teach his 
colleagues. Perhaps a proper division of his labour would 
be to teach students about mental disorders, and his non- 
psychiatric colleagues the basis of psychological medicine 
and the dynamics of personality. If this is true, it is one 
good reason why a university as well as a teaching 
hospita) setting is of such value. The advantage is not, 
as Whitehorn (1956) has emphasized, primarily curricular, 
or that teaching sessions can conveniently be arranged; 
rather, it is that in a university medical centre there exist 
people of diverse interests who, living together in close 
intellectual fellowship, have much to learn from one 


another. 
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SURGEON APPRENTICE AND NATURALIST: BERING 
INCIDENTS FROM THE JOURNAL OF WILLIAM L. 


CROWTHER DURING THE VOYAGE OF THE BARQUE 
“EMU” FROM VAN DIEMEN’S LAND TO LONDON 


DOCK, FEBRUARY 24 TO JUNE 23, 18392 


By W. E. L. H. Crowruer, C.B.E., D.S.0., F.R.A.C.P., 
Hobart. 


THE writer of this journal came to Van Diemen’s Land 
with his father William Crowther, M.R.C.S., his mother 
Sarah, and his sister Elizabeth and was in his eighth 
year when their ship, Cumberland, on January 24, 1825, 
anchored in Sullivan’s Cove. He was educated as a 
boarder at the Reverend Claibirn’s school at Norfolk 
Plains, now Longford, and on leaving school served as 
medical apprentice to his father for six years. An 
advertisement of March 10, 1837, announces their prac- 
tising in partnership as Dr. Crowther and Son, and- this 
association continued for almost two years. It had long 
been the ambition of the young William to go in due 
course to England and enter as his father had done the 
conjoined hospitals, St. Thomas’ and Guy’s. To this end 
he had made during his adolescence, by trapping and 
shooting, a comprehensive collection of skins from the 
animals and birds of the colony. He also secured, as the 
time for departure drew near, a number of live examples 
to take with him on the voyage. These appear to have 
been carefully selected, as likely to survive the long period 
at sea on such food as would be available, so there is no 
mention of such common types as the opossums, wombat, 
echidna, kangaroo rat or bandicoots; nor were there any 
of the large family of honeyeaters among the birds. The 
journal, kept to send home to his parents, is largely 
concerned with the feeding and care of the devils, white 
hawks, wallaby, parrots, magpie, fire tail, ete., which he 
termed the live stock. The “spa .»ws” mentioned may 
have been sparrow hawks, while the “squirrels” and 
“squirrel” skins may refer to the lesser phalanger, which 
is regarded as possibly having been introduced from Port 
Phillip about 1835. During the passage he was able to add 
the skins of a number of sea birds to his large collection. 

The Court of Medical Examiners of Van Diemen’s Land 
was not constituted until 1838, and Crowther does not 
appear to have been granted its Letters Testimonial to 
practise before joining the Emu as surgeon for the voyage. 
He was, however, self-confident and well qualified for his 


task. The sale of the collection in London maintained him © 


whilst he was at St. Thomas’ Hospital and subsequently 
at the H6tel-Dieu and other hospitals in Paris, then the 
accepted centre for post-graduate study in Europe. While 
it would have been preferable to print the narrative as a 


whole, revealing as it does the style and character of the | 


writer and the interplay of personalities on the four 
months’ voyage, these abstracts will illustrate his wide 
interests in natural science, his self reliance and his 
industry—qualities that a little after the mid-century led 
to his election as a corresponding member of the 
Zoological Society of London and to his admission to 
fellowship of the Royal College of Surgeons. Further- 
more, in 1869 the College conferred on him its Gold 
Medal of Honour instituted in 1802. Crowther was 
its fourth recipient, and remains the one Australian 
to have been granted this signal distinction. Almost 
a century later the Institute of Anatomy, Canberra, 
recognized his services to anatomy and surgery by placing 
his face mask with an inscription in its northern museum, 
in company with similar tributes to such men as Haswell, 
Bennie and Hamilton Russell. 


Tue PassacE FROM Hopart TOWN TO THE ANTIPODES 
ISLANDS. 


On Sunday, February 24, 1839, the barque Emu, of 
380 tons, Captain William Howard, dropped downstream 
‘as far as the Retreat (Taroona), and anchored while 


1Read in part before the Tasmanian Historical Research 
Association on February 27, 1959. 


awaiting completion of her crew. There were three other 
Passengers on board, Mr. and Mrs. Turner and a Mr. 
Gibson. The following day was spent settling in, and 
during its course Crowther records Mr. Thorne’s sloop as 
coming alongside with four additional sheep for which 
they had no room. He adds: 
I set my bed to rights, and likewise examined my live 

stock, parrots devils and others, one death on board as 
the Captain’s Native Cat got drowned, which I skinned 
= for him, the body making a meal for the devils. 
Two geese that died the next day were used for the same 
purpose. His cat, old Tortoiseshell, also made an appear- 
ance, was given some food and appeared perfectly content. 
At 6 p.m. the Captain returned with two men, and the 
voyage commenced. Late the next afternoon, when they 
were still becalmed off Trumpeter Bay “a freshening 
breeze from the N.E. caused us to say farewell to 
Tasmania” (it is noteworthy that Crowther appears to 
prefer this term to that of Vam Diemen’s Land). The next 
few days, with freshening winds and the ship running at 
eight knots, were largely given over to sea-sickness. After 
enduring this discomfort for many hours, Crowther decided 
that something should be done, and at 1 o’clock took a 
basin of the sailors’ pea soup to which a teaspoon of 
cayenne pepper had been added; this, with a teaspoonful 
of calcinated magnesia already taken as a sedative, enabled 
him towards evening to attend to his collection. The 
feeding and care of the animals and birds were to be a 
censtant demand on his time and attention. Such animals 
as the devils as well as the hawks were well off, as meat 
was plentiful, the ship carrying sheep, goats and ample 
poultry, and any that died of natural causes became 
available for them. For the birds he had provided four . 
bushels of wheat, and when this was consumed the ship’s 
bread proved to be a suitable substitute. There were as 
well two excellent goats on board with their kids, so no 
milk was available. A week out he dispatched one of the 
latter, which being in good condition was made into a pie. 
The Captain appears also to have had something of a 
collection of fauna, the fate of his native cat having already 
been noticed. At this early stage of the voyage his wombat 
died. Crowther writes: 


So I skinned it for him; it took me all the forenoon 
to do it. I was very glad of the job, it being about 


28 pounds of flesh for my devils. 
A day or two earlier the Captain’s cockatoo had ripped 
the wire out of one side of the sparrow’s cage, and this 
was remedied by sewing a piece of drugget all round it, 
“answering two purposes the weather being severely cold”. 


The course of the barque was east-south-east, to pass to 
the south of New Zealand and the sub-antarctic islands 
(Auckland, The Snares and the Antipodes), before making 
the long easterly run to the Horn, and although the wind 
had eased, the cold increased. So whilst appreciating his 
pea coat, Crowther already feels “the want of a few 
lambswool stockings having forgotten them”, as also “a 
pair or two of Berlin Gloves to keep the fingers in order”. 


The days that followed brought head winds, rain and fog, 
and a return of sea sickness. The sun having been 
obscured for eight days, it became vital to obtain a correct 
observation, the islands just mentioned being within a 
few degrees of each other and directly in the ship’s course. 
This became possible two days later, on “one of the most 
heavenly days I almost ever witnessed .... I fed all the 
live stock, afterwards I let them enjoy the sun”. Perhaps 
they also were feeling the voyage, for the day previously: 


The little Wallaby which, as I was putting him into 
his cage, Master Devil snapped at his tail through the 
bars and succeeded in pulling it-in;- this hold he quitted 
for his leg, which I managed to extricate with the 
greatest difficulty, with the trifling loss of his big toe 
amd a sharp bite through the leg which bled smartly 
for some time. 


- There were such minor incidents daily, as well as skinning 


another albatross, visiting the forecastle to overhaul the 
magpie and “squirril”, observing the great quantity of 
sperm whales, which were in company several days, and <t 
night a brilliant Aurora Australis. Crowther also coi- 
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menced climbing the ship’s rigging to the main masthead, 
“by way of keeping my muscular powers in good action”. 
The chief mate, on March 7, believed that he had sighted 
land, tbe Auckland Island; but visibility being poor 
owing to fog and rain, the ship was allowed to fall off a 
few points to give it as wide a berth as possible, it being, 
“rowther notes, “the place where the Rifleman was 
supposed to have been lost and all hands with her’. A 
night of anxiety followed: “the ship hove to in a gale of 
<vind almost under bare poles and rolling about to such a 
vegree it was next to an impossibility to keep one’s legs’’. 
in the morning there were many albatrosses about, and in 
spite of such conditions no fewer than nine of these 
splendid birds were taken, “one the admiration of the 
yhole ship”. It took Crowther six hours the next day to 
skin it, “it being.so oily I thought I never should have 
finished”, Commenting on the daily routine, he writes: 


Figure I, 
William Lodewyk Crowther, 
F.R.C.S., C.Z.M.S., in the year 
of his qualifying from St. 
Thomas’ Hospital, London. 


“my old cat is my constant companion, when I write my 
log she sits on the corner of the drawers and appears quite 
indignant when I turn her out of the cabin for the night.” 


Tue ANTIPODES ISLANDS. 


Actually the Antipodes were not sighted until March 12, 
at a distance of thirty miles, and bearing north-north-east. 
Dr. R. A. Falla, of the Dominion Museum, New Zealand, 
in a personal communication, regards Crowther’s descrip- 
tion as one of the earliest and of historical importance, 
so @ summary may be given: 


The afternoon being extremely fine we bore up for 
them and when about ten miles off I took a sketch of 
them. We then stood inshore, three miles only and 
had a full survey which if it had been morning or noon, 
instead of 6 p.m. the Captain had promised me he 
would have lowered a boat and I should have gone on 
the island . . . there appearing an inlet where a landing 
might have been effected with safety the way the wind 
was. It would have been extremely interesting to have 
landed in such a place, abounding I have no doubt with 
seals, sea lions, sea elephants and other amphibian, it 
being so far to the southward and perhaps not trodden 
by human foot from one half century to another... it 
seemed at first sight to be very high land, which it was, 
about 1200 ft. above the level of the sea, extending five 
miles in length and about the same in breadth. It had 
@ most singular appearance, being guarded as it were 
on its two extremities. On its north end a rock or small 


island like the Mewstone, equally high and perpen- 
dicular; on the south-east is seen another very high 
and more massive. As we approached closer the 
whole island seemed to be comprised of a quantity of 
hills which terminated in the most horrible precipices. 
The island seemed solid rock without soil or vegetation 
excepting a low scrub or broom of brown-green colour. 
The bluff crags or precipices were only inhabited by sea 
fowl in the most wonderful variety . .. to look at 
such a place is enough to give one the horrors when 


we come to fancy a ship under full sail in the dead of 
night running against its almost bluff sides and every 
soul on board perishing. 
It was the Rifleman he had in mind, a ship well known at 
Hobart Town, which had a year or two before set forth 
from there for England. Nothing more had been heard of 
her, and it was assumed that she and her complement had 
all been lost in this manner. 


THE Lone Run TO THE Horn. 

With the night, the Emw left the Antipodes astern and 
shaped her course for Cape Horn. The next day 180° east 
longitude was passed, and the ship’s clocks were put 
forward 24 hours. In three more days there was need to 
clean out the livestock’s cages once more; this required 
five hours’ effort. Finding, too, that the sea air was acting 
on everything in the ship in the way of steel or iron, 
Crowther “had a regular turn out of my guns and other 
things, and smeared them well with sweet oil and 
turpentine”, finishing by airing the skin of the albatross, 
A heavy sea 48 hours later struck the ship’s boat on the 
larboard quarter, With others he assisted the mate to 
bring it in board and make it secure. 

There was a very unpleasant cross sea running 
which kept the quarter deck, like a little sea, but plenty 


of canvas is carried to save us from any pooping work. 
My parrots and devils being on the main hatch close 


to the quarter deck, they did not of course escape from 
the general inundation of that part of the ship, and 
finding they were in a most miserable plight from wet, 


I drained them out and gave them a little straw to 
walk upon which served to recover them very much. 
In doing this I was exposed to the breaks of spray 
(each equal to about some half dozen buckets of 
water) several times, and I can assure anyone that I 
was heartily glad when all was made snug. 
The following night, the narrator, walking on the poop was 
“struck by the sight of large bodies of Medusz floating 
about in almost every part of the ocean, giving out the 
most luminous phosphatic appearance, more like masses 
of fire than anything else. The unusual sight was 
observed for over an hour”. When almost a month at sea, 
Crowther writes: “I ventured to perform the operation of 
shaving, having so much regard for my throat I could not 
venture before, it was rather difficult.” The same evening, 
wanting something to do, he went aloft and lent his 
assistance in reefing the sails “which I find good work to 
warm my body it being very cold on deck”. In the course 
of events a hen coop became available, and this the Captain 
permitted for the use of his own white hawk and that of 
his surgeon, a change that was not to be in the interests 
of the former’s bird. 

The end of a month at sea marked also the completion of 
one quarter of the voyage. The day before, influenced by 
a light and pleasant breeze, Crowther removed the skins 
of his birds and animals from their boxes for airing and 
rearrangement. He also got out his boots “it being too 
cold to stand shoes much longer”. From time to time there 
is mention of medical treatment to passengers or crew, but 
in all instances it was only for minor ailments or accidents. 


‘ With increasing cold, both he and the Captain suffered 


much from chilblains, which at first were relieved by 
spirits of turpentine, but soon relapsed and did not respond 
to other remedies. 

It was now so cold that the flesh of the albatross killed 
three weeks before still provided an excellent supply of 
food for the hawks, and Crowther was glad to make muffs 
of opossum skin for his wrists, finding it better to go to 
bed early and read there. In this manner the day was 
divided equally, by not getting up till 8 or 9 a.m., it being 
in his opinion “the most monotonous part of the voyage, 
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there being nothing in the way of birds, fish or anything 
else to pass the time”. All Fool’s Day opened with a 
request from the mate to come and see the cook who 
was “in fits”. Believing it to be a hoax, he did not respond 
at once; but eventually on doing so, found the cook’s 
condition to be due to epilepsy. The day was fine, with 
many Cape pigeons (Appendix I) around the ship, and 
Crowther -goes on to write: 


After feeding the livesteck I got some wet hay and 
rubbish and dried it in the sun [almost off Cape Horn, 
mark you] and gave the devils a good bed which they 
had not had since leaving Tasmania. It surprised every- 
body on board to see how well the parrots had lived, 
all being alive that I put on board. I am able to 
scheme a little and when they get wet in bad weather 
clean them out and give them some dry straw, and I 
attribute my success so far to these plans. Our fowls 
have begun to annihilate each other, scarifying their 
_— and rumps, so the hawks and oe get a good 
share 

The little wallaby was allowed exercise the next day, and 
is noted as being very fat, —— to his diet of wheat and 
potatoes. 


Now in high latitudes and approaching the Horn, three 
successive days brought increasing cold, more wind and a 
violent motion of the ship. Nor was Crowther able under 
such conditions to catch any Cape pigeons. After fishing 
in vain for them, he evolved this plan, “viz a long black 
line with a few pin hooks tied along it with a view to 
entangle their wings as they fly past under the stern”. 
By Unis mMeuns one was secured, and a second, after being 
snared, broke away. “A pair of very nice ones” were taken 
next day, “but at the same time I was unfortunate enough 
to lose my line by a blue petrel getting entangled and 
burrowing under the water it would not hold it. I have 
now to set about twisting another of red thread .. . this 
will not be a trifling job but a good deal stronger”. By this 
day, April 6, the ship had been driven by contrary winds 
as far south as 59-5°, when a hard gale came in from the 
north-east, “far surpassing anything we have had”. 


I must say this for the Emu, that a better or easier 
ship in a gale of wind I would not wish to set a foot on 
board of, as for pitching such a thing is never felt, as 
for leaking she has only been pumped twice since we 
left and there is only four inches in the well .. . if the 
Sir George Arthur is out in this gale I can only say 
God help her! 

The barque of 387 tons to which he refers was built in 
1838 by John Petchey at his slip at Kangaroo Point, 
Hobart Town, and at that date was the largest vessel to 
have been built in the Colonies. She was not regarded as 
particularly seaworthy, and had the short sea life of 
some four years. Mrs. Charles Meredith, who in 1840 
sailed in her from Sydney to the Derwent, recorded three 
years later: “We embarked on a lumbering colonial-built 
vessel named the Sir George Arthur since lost off the 
Bermudas ... .” (Meredith, 1843.) 


Truly, joy cometh with the morning, and the day that 
followed brought a light breeze, the ship 1aking about 
five knots. Its successor Crowther termed “a divine day 
there being a perfect calm”, and this almost off the dreaded 
Horn. Twenty-four hours later the Emu was “becalmed 
without any prospect of a breeze”. A king penguin came 
close beside the vessel, but was shy and dived immediately. 
However, in the course of the day others were seen. 
Crowther comments: “We are now between the Horn and 
South Shetland Islands and we must expect to see plenty 
of birds.” A snowy petrel also made its appearance, flying 


round the ship several times and then departing. It is. 


described as “the most elegant bird about the size of a 
dove ... the most delicate snow white with a short pink 
bill and legs. I think the neatest bird I ever saw. There 
was yet another day of calm, the ship exactly in the 
meridian of the Horn”, before a favourable wind enabled 
the snare line to be used again and a blue and white petrel 
to be taken. “I am obliged”, he explains, “the first thing 
after catching these small birds to cram their mouths 
with tow. It is rather cruel but if I did not, they would 
spue out oil over everything and everybody and this of 
the most fetid nature, spoiling their feathers as well.” 


Time was set apart to make up cartridges, and whilst so 
employed, it was to find that Miss Puss had eaten the paste 
he was using, “but with sufficient good manners to leave 
him enough for his purpose”. The petrel is noted as of 
the same description as that which had taken away his. 
other line, and “a neat bird something larger than the 
Sea Pigeon of V.D. Land”. On this day, April 11, the 
Emu is logged as having passed the Horn, 44 days out as 
compared with 30 days on her previous voyage. 


NorTH AND EAST BY THE SOUTH ATLANTIC TO THE EQUATOR. 


This stage opened with a remarkably fine day and a 
fair wind right aft. Having set his cabin to rights and 
knocked out the deadlight, Crowther found the ship to 
be in green water with a great many birds about, “there 
being hundreds in a flock”. He was able to trap with his 
line three petrels, “all clean specimens”. The skins of 
the sea birds secured before, smelling sour, were put out 
to air. When he rose at six next day, the first task was 
to skin the petrels, “not a Sunday employment”, he writes, 
“then the feeding of the devils and White hawk”. “This 
is my 22nd birthday” is entered on April 15, and “I 
amused myself all the forenoon in fishing for Albatross 
and succeeded in taking two, one a large brown (a very 
rare sort) and much larger than others before caught”. 
Captain Howard was also successful in obtaining a similar 
bird. A change for the worse in the weather was hard 
for the live stock, and a bed of shavings he provided 
proved a rare treat for the devils and wallaby. He com- 
ments that the parrots were “astonishing all, with not a 
single death as yet, so much for old birds”. Unhappily 
this good fortune was not to continue. Confused seas and 
gales were their lot in the next few days, although the 
weather grew warmer. His cherished white hawk was, 
however, in disgrace: 

He got over the partition that separates the Captain’s 
from him and began immediately to pitch into him; 
they did not appear to have suffered much damage 
either of them when we separated them, but today I 
found the Captain’s dead with several large holes in 
his breast the size of BB shot caused by my one’s 
claws. ...I have promised to give him a skin provided 


I have more than two. 
The storm sails had now been brought down and lighter 
canvas set, and there followed— 

. as fine a day as I would wish ever to see, with a 
warm sun and scarcely a cloud to be seen... my first 
occupation was to finish the wings of the albatross, 
which I had not time to do before, after which I com- 
menced to clean the sparrow out and fed him, and then 
all the other cages which were. almost in a state of 
slush with the salt water, all being still alive; this I 
did not finish until late, it being a most offensive piece 
of workmanship. 


The first sail was seen on April 29, and the two ships 
converged, both hoisting English colours. It was the 
barque Alan Ker, of Greenock to Bombay, 52 days out, 
that came close under the stern of the Emu and spoke 
them. The longer days now required an earlier feeding 
of the birds, and their cages were raised some four feet 
above the level of the deck, “a great advantage to them, the 
thermometer ranging as high as 85 degrees of heat”. The 
Emu by now had entered the area of the south-east trades, 
and flying fish were seen as she sailed towards the Line. 
Crowther goes on to record: 

We had a regular turn out of the ‘ne: the four great 
guns have been cleaned and done up stylishly together 
with the muskets, pistols and cutlasses, in case of 
requisition, all of which are now ready. 

Such precautions were very necessary; indeed, the 

Cumberland, on which the young William had come to 
Van Diemen’s Land, in 1825 joined the “missing ships” 
on her return voyage of 1827. Later the barque Clarinda 
was taken by the pirate brig Rambler out of Havannah. 
After the Clarinda had been plundered, her captain, Carew 
by name, was given back his ship and ordered to continue 
on a return voyage of 1827. Later the barque Clarinda 
whilst he was chained to a ring bolt on the pirates’ deck, 
a bucket was brought to him. It had a streak of paint 
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across it, but he was able to make out the word Cumber- 
land or 1957). This remains the sale evidence of 
her fate. 


It is well known that tempers fray at sea, and when 
the Captain asked Mr. Gibson to his cabin for a glass of 
ale, Mr. Turner considered himself slighted in having 
yeen omitted. There was no scarcity of ale in fact, and 
the incident drew this comment: 


At twelve o’clock a.m. there is wine and spirit on the 
cabin table till one, at dinner there is wine ale and 

porter ... and not the least restriction as to quantity. 
At eight in the evening there is wine and spirit on the 
table until ten ... having been set in the ordinary 
every day in the order I have mentioned since we came 
on board. 
ir. Turner received no sympathy. The warm weather had 
another effect, the journal recording the whole morning of 
May 5 as having been spent searching for bugs, two having 
been found between the leaves of a book, 


They were apparently much fatigued with their 
journey. . I scrambled about and with a great deal 
of trouble caught several, they are very poor. I intend 
skinning two pairs in the morning, they are a most 
beautiful bird, being white from the throat to the tail 
and the same as the other ones on the back but 
feathered down to the toes like a bantam. 

Next morning several of the parrots were found to have 
dropped off in fits; but Crowther finds consolation in the 
white hawk, which in his words “is a beautiful bird”. All 
the swallows were found to have left the Emu during the 
night. There was a matter of personal concern in the 
cabin, however, for “having exterminated the bugs I have 
made way for an array of invading fleas, which really . 
eat me alive, and what is worse than all I cannot find one 
of them after the most diligent search”. A check of his 
personal effects revealed that after almost three months 
at sea there remained only three clean shirts apart from 
the frilled ones. 


I- took out every moveable part of my crib, and 

succeeded in killing a great many. After the slaughter 

I anointed every part and crevice with Turpentine. 
‘The remainder of the day was given over to the making 
-of ball cartridges, all but 18 of the 60 regarded as desirable 
in the case of an emergency being finished. The remainder 
were completed next morning after which “the locks of the 
ship’s pistols and muskets, found to bé much out of order, 
were adjusted and cleaned”. The ship was now in the 
latitude of St. Helena, and after the remainder of the 
pistol locks had received attention and had been pro- 
nounced to be in excellent order, “the Captain ordered 
the cannon to be loaded, two with grape and two with 
round shot, also the cutlasses to be sharpened, making all 
snug and in perfect readiness [which, the writer adds,] 
I think is very right in case of an emergency”. On May 9, 
with a “splendid” south-east trade wind in their favour, 
the cook, who had been ailing on and off since his fit on 
All Fool’s Day, “sent to the table a preserved roll pudding 
as full of salt water as it would hold, he was called aft and 
made to eat the whole of it”. 


From THE Equator TO LONDON DocK. 


The Line was reached on May 10, at about 11 a.m., with 
‘a fair breeze and still very warm. Neptune and his court 
-do not appear to have been aware of the coming of the 
Emu; but few if any of the passengers and crew would 
have been crossing the Equator for their first time. 
‘Crowther amused himself all the day fishing for bonetta, 
but without success. The wind held in all for five days and, 
falling away, was followed by tremendous rain; this 
enabled him to get down to his drawers and have an 
excellent bathe in the lee scuppers—a welcome change, 
‘he writes, from the bucket of salt water that ordinarily 
had to suffice. Three days later a great many swallows 
‘made their appearance and settled in the rigging. 


Figure II. 
Honorary (gold) medal of the Royal College of Surgeons, 1869. 


The tropical heat was too much for the skin of “the 
beautiful brown albatross”, the whole of the end feathers 
having come away from the pinions. This loss showed the 
need to examine the collection as a whole. So on a 
morning a week later, after feeding the live stock and 
having his own breakfast, he made a start on the hair 
trunk. Each item, “viz.: 61 birds and 24 animals besides 
the squirrel skins and some other sundries” was given a 
close inspection, “which continued until 3 p.m., all how- 
ever were found to be in most beautiful preservation.” 


This is nothing compared with the tremendous task 
I have to encounter, viz., the large box with all the 
small birds in it. I have also made a list of everything. 
I found four white hawks, one of which I gave the 
Captain, I think I have the handsomest pair I ever 
saw remaining, including the one I shot at Sans Souci 
[his father’s home on the hill above O’Brien’s Bridge, 
now “Glenorchy” ]. 


The whole of the following day was spent in the same 
manner: 


I first looked over the animals which are in excellent 
order. By the time I had finished the day was far spent, 
so I had only time to look over the small birds the tin 
contained, amounting to 101, all of which I think look 
better than ever. 

The next day was Sunday and spent very quietly; during 
its-course he bled Mr. Turner and made up some medicines, 
On Monday, at 10 a.m., the task was resumed, and con- 
tinued until seven in the evening, less a quarter of an hour 
for dinner. 

I can assure you I was never so sick of any job in 
my life ... they are all in most beautiful order. I had 
the satisfaction in not finding a single insect or any- 
thing detrimental to their preservation. I was surprised 
at not finding more than three common green parrots 
and the same number of the handsome green ditto and 

equally a scarcity of many of the common birds. 
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He sums up on the completion of this stock taking: “I 
calculate the final number of my .specimens, in all 
amounting to four hundred and ninety three.” The old 
cat is mentioned the next day as now living entirely on 
deck, and never to his way of thinking so fat; this is 
explained in part by the fact that she had every day, at 
dinner time, a plate of fowl bones—an interesting com- 
mentary on the number of poultry carried for the ship’s 
passengers. After breakfast, the cage of the firetail was 
cleansed and sewn all over with drugget except for two 
small flaps, to protect this shy bird from “inquisitive 
cockneys” on landing. It was the turn of the animals next 
day, when he writes: 

After breakfast I got some fresh water and soap and 
endeavoured to wash the buck devil, he being matted 
with salt water; but my gentleman being in reatly 
good condition, I find it more than I could accomplish. 
I dowsed him in the tub several times and then gave 
him a run on the deck with a rope fast to him and to 
the great amusement of the sailors who appeared 
monstrously afraid of him. 

The journal being for the pleasure of his parents, its 
writer, as the voyage drew to an end, thus describes his 
shipboard routine: 

In the first place I generally rise at six o’clock, I 
then feed and attend to the live stock. I then empty 
the dirty water left the preceding day in the basin, 
and then strip excepting my trowsers and have a good 
wash. This takes me to half past eight. Everything 
being now finished, I keep up our old custom, which I 
think is a very necessary one, of having a regular 
prayer night and morning. My system is this, I always 
read a chapter or two sometimes more in the bible and 
having finished, I have my prayer. By the time this 
little affair is finished it is about nine or after, when 
the breakfast is announced. If it is rather later than 
usual, and I have not written my journal for the 
previous day, I then do it. But that is generally my 
task for after breakfast. I then go and look out to 
see if there are any birds or fish about; if so it 
generally passes a few hours very pleasantly, if not I 
then commence reading and continue it until dinner 
time. We generally sit down about three o’clock and 
get up about five. I then feed the cat with fowl bones 
and likewise the parrots with some bread and the 
evening supply of water, after which I again begin to 
read until seven o’clock and then have my tea after 
which I turn out for exercise, either by climbing about 
the rigging or walking about until bedtime. [I then 
have my evenings ceremony. This is sometimes only 
in the plan of reading; when I have any tailoring and 
etc to do, I always do it in that time. By this means I 
find the day to pass very pleasantly especially now 
when the weather is fine. 

He goes on from this description to mention that the wheat 
shipped for the use of the parrots has come to an end, but 
that they are thriving on the ship’s bread, liking it very 
well. On May 25 the cook again was ailing and required 
to be bled. Medicine was also made up for him. Four 
successive days of calm were noted, and on one of them 
the seaman at the wheel had syncope, and again 
appropriate medicine had to be compounded. So calm was 
it on May 27, when most of the day had been passed in 
reading, that after dinner “a small boat was lowered and 
one of the men accompanied by the Captain and myself 
had a good pull all around the ship by way of exercise. 
It is astonishing what a size a vessel appears when you 
are away from her in a small boat at sea”.. The Emu 
being still becalmed on May 30, he records having com- 
pleted reading MclIntosh’s “Practice of Physic”. (These 
two volumes still remain in my possession, and on the 
colophon of each is a note to that effect, with the ship’s 
position.) 

The Emu was now where the shipping routes converged 
towards the English Channel, and many ships were in 
sight. On this day, May 30, he recalls having omitted to 
mention large quantities of yellow seaweed seen some days 
before. 

It is the production of the Gulf of Florida and is 
driven out to sea by the Gulf Stream which runs at 
about six knots an hour and afterwards taken by the 
tides to an immense distance. We must have been 690 
miles from the Gulf when we first saw it. 


A piece of this “Gulf weed” was preserved in the journal. 
With the last day of the month the weather broke, and 
with freshening winds the ship began to make up for the 
recent calms, laying well up to her course north-north-east. 
Three days afterwards two more parrots had dropped off, 
and Crowther wrote: “I do not expect to get above 20 home, 
everything else is in excellent condition.” The greater 
part of the day had been passed reading Richard’s 
“Elements of Physiology”; this drew the comment “which 
has pleased me more than any I have read for some time”. 
He would find therein no mention of the virus and its 
manifestations or of the possibility of psittacosis having 
affected his birds. Something more tangible came his way 
that afternoon—one of the seamen with a swollen thigh 
due to an ulcer of the knee and adjacent inflammation. 
“I opened it”, he records, “and scraped it well to promote 
a good discharge of blood”. There was variety on June 6, 
the hundredth day of the passage, off the Western Islands 
with “a perfect gale’, which the Emu rode out in perfect 
style. A most uncomfortable night followed when “a 
whole covey of fleas” attacked him, which presumably 
were from the blankets that had been stowed away or 
from wool stored in the next cabin. 


I am sure they bit me in 50 or 60 places at the 
least—I was speckled all over. I got up several times 
in the night and shot my bedclothes outside, so as to 
dispense with their services. I also turned my night- 
shirt inside out and shook it well. 


On June 8 the deep-sea lead was ordered to be hove, tint 
no soundings were made with 120 fathoms of line. On 
this day he found, to his sorrow, the handsomest of the 
rosefrills dead in its cage, only 27 being now left. 


The long journey was now becoming tedious, although 
more ships were in company, and relief was felt when on 
June 16 land was sighted by the first mate. This was 
the Scilly Isles, and at 6.30 a pilot boat took the mails 
for St. Mary’s and thence the 30 miles across Channel to 
Penzance. The delivery of the mail was symbolic of the 
ending of the voyage of 110 days, exclusive of the two 
spent waiting at the Retreat near Hobart Town. Fog and 
a foul wind marked the opening of the first day in the 
Channel; as it cleared 25 vessels were in sight at the one 
time. The count next day was 45, the ma‘ority moving up 
towards the Straits of Dover. Four more days were passed 
with no wind and the Downs like a regatta, with hundreds 
of all kinds of vessels, from the deal boats to those of 
500 tons. The Emu may well have seen during this 
period the Letitia, outward bound for New South Wales. 
She had left London early in June, but had been delayed 
by contrary winds. Among her passengers was Mrs. 
Charles (Louisa Ann) Meredith, already an outstanding 
botanical artist, and to become equally remembered for 
her writings on Van Diemen’s Land, the goldfields and 
New South Wales. Her descriptions of birds and fish 
encountered on the voyage out are strangely reminiscent 
of those of the younger naturalist on the Emu (Meredith, 
1843). 

Light winds followed the calms, and on the evening of 
June 22 the ship came to anchor off the fort of Sheerness, 
just as one of its guns signalled the time of 9 p.m. During 
the day her surgeon had composed the ship’s certificate 
of health, which read as follows: 


This is to certify that the barque Emu left Van 
Diemen’s Land on the 20th of February last bound for 
London, in all accounting for 22 persons, all of whom 
are now in good health Neither has there been any 
sickness on board nor any communication with any 
foreign or other vessels since our departure. 

LOoDK CROWTHER 
Surgeon June 22 1839. 


The rest is soon told. Next day, after several boards in 
the lower reaches of the Thames, the Emu was taken in 
tow by the owner’s steamboat, and by 10 o’clock made 
fast in London Dock. The journal comes to its end with 
these words:: 

In the PM I sat down and wrote a long Letter 


explaining everything about myself and voyage and sent 
it to V.D. Land per Gratitude. I also took a copy of 
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the same and sent it by the Convict Ship Layton, 
hopeing they will sail as stated on Monday, in order 
not to run the risk of a single letter being lost, I 
intend keeping a date book of all letters I send to 
V.D. Land, so that if any do not arrive I shall always 
know 8 ge they are written. I now finish hoping I 
may be spared to return in a short time to Van 
Diemen’s Land. 


Finis. 


Postscript. 


It is possible that the father in distant Hobart Town, 
who died on Christmas Day, 1839, did not live to read the 
journal so carefully compiled by his son. One may hope 
that the letters sent by the Gratitude and Layton came to 


Figure III. 


Face mask of William Lodewyk 
Crowther, Institute of Anatomy, 
Canberra. 


“Sans Souci” before the end. Such letters, no doubt, were 
kept by Sarah, his mother, and at her death would have 
passed with much else to his sister Elizabeth, who went 
in about the 1870’s with her family to Victoria. It was 
from her youngest daughter, Beatrice, that over 30 years 
ago I acquired the journal, family portraits, silhouettes 
and other articles she had treasured and preserved. No 
letters then remained, nor any account of Crowther’s stay 
in the Old World. 


From here and there, however, we learn that the 
collection was purchased by Lord Derby at Knowsley (the 
Homer Earl), and that the pair of devils brought 50 
guineas. It was through this patron that my grandfather 
was granted the privilege of members of the Zoological 
Society, the private entrée to their zoo at Regent’s Park on 
Sundays. The actual date of his enrolment at St. Thomas’ 
Hospital is not available, but he is shown in 1839 as 
attending’ courses in comparative anatomy, physiology 
and general anatomy, materia medica, surgery and surgical 
practice, and in 1840 the practice of medicine and 
midwifery. In 1841 he qualified as a Member of the Royal 
College of Surgeons, with honours. From London Crowther 
went on to Paris, then the acknowledged centre of post- 
graduate study in Europe, and famous for such teachers 
as Louis, Bichat, Corvisart, Laennec and Broussais, 
studying at the H6tel-Dieu and other hospitals. An old 
friend has written of this phase (Bartley, 1892): 

All this was before he went to Paris to complete his 
medical studies and contracted the awful Typhus of the 
city, in the Hospitals, a matter that weakened him ever 


afterwards or he had not died at 68, as the pedestal of 
his statue in the Hobart Town gardens tells us, for 
sixty eight is young for a Tasmanian to die at. 


After Paris came Brussels, where at the British Embassy 
on June 14, 1841, Crowther was married to his cousin, 
Victoire Marie Louise, daughter of Colonel A. B. Muller, 
Seventh Royal Fusiliers. Then came the long voyage 
out to New South Wales as surgeon to the ship William 
Jardine, and thence with his wife by the little schooner 
Waterlily to Hobart Town, where early in 1842 he resumed 
his practice. Crowther’s splendid accomplishments and 
vicissitudes, in his profession, as an owner of whale ships 
and in political life, have been described elsewhere in some 
detail (Crowther, 1942, 1943), and as well in appendices 
II and III. 
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APPENDIX I. 
The following extract is from Scott and Lord (1919): 


Students of the Tasmanian Cetacea have for many 
years been in search of some Tasmanian records of the 
munificent osteological presentations made to several 
English scientific intitutions by the late Dr. W. L. 
Crowther. Since the year 1902 Mr. Scott has been 
working on Tasmanian Cetacea ... and these notes 
are therefore the results of our observations. Between 
the years 1866 and 1871 the late Dr. W. L. Crowther of 
Hobart, who was integested in the Whaling industry, 
collected a large number of skeletal remains of various 
Tasmanian Cetacea, and presented them to several 
English museums. Some of these specimens still claim 
folios in the catalogues of the British Museum and the 
Royal College of Surgeons Museum. Mr. Scott made 
an effort in 1902 to trace some of Dr. Crowther’s 
specimens in the State, as he was then engaged in 
publishing a series of articles on the subject. At that 
time his inquiries did not meet with success, but the 
matter was always kept in mind. 


During the recent revision of the basement story of 
the Tasmanian Museum, some old boxes which had 
evidently been stored away from the time they were 
removed from the old museum of the Royal Society to 
the present building were discovered. They were found 
to contain interesting osteological specimens, the 
majority of which related to the Crowther presentation 

. . the collection consisted of three more or iess 
complete skeletons relating to Globiocephalus, the skull 
and portions of the skeleton of a Killer Whale. Also 
included there were two skeletons (without skulls) of 
the Dugong. ... When we recall the fact that the late 
Dr. W. L. Crowther from the year 1866 onward con- 
tinued to collect and forward to the Museum of the 
Royal College of Surgeons a wonderful series of 
cetacean remains, that in total embraced 34 catalogue 
folios and in classification 8 genera of Whales—it 
would have been remarkable if he had not presented 
some specimens to the local museum. The late Dr. 
Crowther’s gifts to the greatest museum of Comparative 
Anatomy in the world included no less than 15 full 
skeletons of whales—splendidly prepared and ready for 
articulation upon arrival in England. ... It is of interest 
to note that Dr. Crowther forwarded ...a representa- 

~ tive of the genus Clymenia. As this species is not on the 

Tasmanian list ... the specimen... may have been 

obtained by one of Dr. Crowther’s whalers on the high 

seas miles from Tasmania. The particular species 

referred to is figured in the Zoology of the voyage of 

the Erebus and Terror ... and is there designated 
Deliphin apterus peronii. 

In common with other Australians who have worked at 

the Royal College of Surgeons, I remember the vast hall 

devoted to comparative anatomy. It was dominated by a 
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skeleton of a sperm whale which, with those of a killer and 

smaller whales, suspended from the roof, resembled a mother 

ship and attendant destroyers. They were to share a 

common fate. Between October, 1940, and April, 1941, 

although the College had sustained heavy structural damage 

from enemy action, the Hunterian and other collections 
had been stored in the basements and sub-basements, 
strengthened by girders and brick bastions. On the night of 

May 10, a heavy high-explosive bomb struck with terrific 

effect, and incendiaries followed. An iron girder from the 

roof fell and drove a hole through the roof of the sub- 
basement tunnel, giving access to both flames and water. 

As a result the greater part of the museum, some parts of 

the College and about two-thirds of the collections vanished 

in the conflagration (Grey Turner, 1945). 

One remembers well meeting Mr. Martin, an old fisherman, 
at Southport in December, 1924. He told that he had as a 
boy helped to separate the soft parts from the skeleton of 
the sperm whale. It was taken off the south coast of 
Tasmania by the Offley in 1864, and brought in to Little 
Oyster Cove, now Kettering, where my grandfather had 
his timber mills. After trying out the oil, the carcass was 
beached, and the most offensive task of recovering the 
skeleton took some weeks. It arrived at London Docks. by 
the ship Wagoola, Captain Hay, in June, 1865, as a donation 
to the College. 

APPENDIX II. 

The following notes on the birds mentioned in this nar- 
rative are by Dr. R. A. Falla, of the Dominion Museum, New 
Zealand. 

Nellys, i.e., giant petrel: Macronectes giganteus. 

Cape pigeons: Daption capensis. 

_ Blue petrel: Strictly interpreted, this would have been 
Halobeena cerulea, but the term is loosely applied to 
dove petrels, of which Pachyptila desolata would be 
common in this latitude. However, a bird strong 
enough to dive with the line would probably be a silver- 
grey petrel (Priocella antarctica). 

King Penguin: Aptenodytes patagoxica. 

Snowy petrel: Strictly interpreted, Pagodroma nivea, which, 
however, has a black bill and feet. A white bird with 
pink bill and feet in this region could have been a 
sheathbill (Chionis alba). 

Petrel: The blue and white peérel caught does seem to be 
Priocella antarctica (see above). 

Albatross: Large brown albatross, probably an immature 
wandering albatross (Diomedea ezxulans). 

Bonetta: Bonito (Katsuonus pelamis). 

Swallows: Hirundo sp.; this is an interesting record. 


APPENDIX III. 
Royal College of Surgeons. 


Minutes of Council, 14 January, 1869. 

Read the nomination dated the 4th instant and signed by 
six members of the Council, of Mr. Wm. Lodewyk Crowther 
of Hobart Town, Tasmania, admitted a Member of the 
College on the 12 of May, 1841, for the grant of the Honorary 
Medal of the College, in consideration of the great value 
and importance of his many liberal contributions to the 
Museum and the manner in which he “has eminently con- 
duced to the improvement of natural knowledge and of the 
healing art”. 

Resolved. 

That in the pursuance of the provisions of Clause 3, 
Section III, of the standing rules the ballot for the grant of 
the medal to Mr. Crowther be taken at the next ordinary 
meeting of the Council, viz., on the 11 of February next. 


Minutes of Council, 11 February, 1869. 

The council then proceeded to ballot for the grant of the 
Honorary Medal of the College to Mr. William Lodewyk 
Crowther of Hobart Town, Tasmania, and having balloted 
the President declared the bailot to be unanimously in 
favour of the grant of the medal to Mr. Crowther. 


Minutes of Council, 12 March, 1874. 

Read the declaration and recommendation of the following 
Members, candidates for the Fellowship by election, viz.: 

Wm. Lodewyk Crowther, Hobart Town, 12 March, 1841. 
Resolved. 

That the Council do ballot for the election of said 
members to the Fellowship and the Council having 
balleted the President declared the said members to be 
duly elected Fellows of the College. 
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GROWTH AND NUTRITION OF INFANTS IN THE 
WESTERN HIGHLANDS OF NEW GUINEA. 


By S. R. McKay, M.B., B.S., D.T.M. & H., 
Royal Children’s Hospital, Melbourne. 


Tuis article is based on observations made whilst I was 
acting as relieving medical officer for the Australian 
Baptist Mission in New Guinea during 1958. It is pre- 
sented as a result of several years of medical work by 
this mission in the Western Highlands. The aim is to 
show the results of an investigation to provide an average 
growth pattern for use in infant welfare work, and to 
explain the causes of growth and nutritional deficiencies. 


General Description of the Area. 


The people studied live in the regions of Baiyer River 
and Lumis. Baiyer River is approximately 25 miles north 
of Mount Hagen, the administrative centre of the Western 
Highlands, and is in the Mount Hagen subdistrict. Lumis 
is adjacent to Baiyer River, but in the Wabag subdistrict, 
Wabag being about 25 miles west from Baiyer River 
(Figure I). The people of the two areas form one 
distinct subgroup of the Enga-speaking people. It is the 
most easterly subgroup of these people. There are 15,000 
people in the area studied. They live at an altitude of 
4000 to 6000 feet. There are two seasons each year: the 
wet season is from November to March, and the dry 
season from April to October. 


Family Customs. 


The men and women live in separate houses, the male 
child going to live with the father after he is fully weaned. 
All women marry, usually by the age of 16 years. They 
have an average of three children. These are well spaced, 
usually four to five years apart. Full marital relation- 
ships cease from the time that pregnancy is known until 
the child is fully weaned. They believe that intercourse 
is harmful to the breast milk and would adversely affect 
a suckling child. 


Infant Welfare. 


The medical programme is controlled from the mission 
hospital at Baiyer River. Infant welfare work has been 
functioning for nine years. Prior to this, there had been 
very little European contact with these people. All infants 
in the area have been enrolled for several years, hence the 
ages and medical history of all younger children are 
known with reasonable accuracy. 

The infant welfare activities consist of regular monthly 
visits to the various centres, at which all children under 
five years of age are examined and weighed by an Aus- 
tralian infant welfare _ sister. Antimalarial tablets 
(chloroquine or amodiaquine) are issued weekly by 
the village teachers. Records are kept, showing that most 
children under the age of five years do receive these. All 
children are given triple antigen at the appropriate ages. 
Mothers are educated in child care. The malnutrition ward 
at the hospital has a daily average of about 15 cases of 
infantile malnutrition, plus a few motherless babies and 
those of an early age whose mothers have a poor breast 
milk supply. 


Diseases. 


The main diseases of children in the area, other than 
malnutrition, are acute respiratory infections and gastro- 
enteritis. The bowel worms, hookworm and Ascaris, are 
very common in older children, but less common in 
younger infants. Malaria is prevalent; it is mainiy 
seasonal, the peak incidence being at the end of the wet 
season; falciparum predominates. However, in recent 
years this disease has become rare in infants, owing to 
the regular taking of antimalarial tablets. 
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Food Production Patterns. 


The staple foods in order of importance are sweet 
potato, banana and sugar cane. These form the bulk of 
the diet. They are all readily available all the year, but 
occasional periods of mild famine have been known. Most 
supplementary foods are available only during the wet 
season. 


An estimate of the average consumption of each food by 
the adult male when not engaged in work is included. 
This information was supplied by the agricultural officer 
of the Baptist Mission (Reverend K. Osborne). 


As a group, starchy vegetables or tubers have a protein 
content of 05% to 2%. Sweet potato occurs in numerous 
varieties, with a varying protein content. The average 
consumption is about 4 lb. per day (less in the wet season 
and more in the dry season). Taro is available for two 
months of the wet season. During this time, one-half to 
three-quarters of a pound is eaten daily. Yam is available 
for a shorter period, and slightly less is consumed than 
taro. Tapioca (manihot) is starting. to be introduced by 
the natives. 


Figure I. 


Map of the mainland of New Guinea with inset 
showing area discussed. 


The amount of sugarcane eaten varies with the amount 
of exercise. 


Grains, beans and nuts have a higher protein content 
than the starchy vegetables—up to 38% for soya beans. 
Corn was introduced to the area 15 to 20 years ago. It 
is semi-seasonal, being available mainly from December 
to March. When it is available, three or four cobs are 


eaten each day. It is highly desired, but yields vary. 
The protein content is partly complementary to that of 
the tubers as regards amino acid content. “Winged bean” 
is available from December to February. Only the seeds 
are eaten, amounting to about a quarter of a pound per 
day in season. Peanuts are well sought after. They grow 
mainly below 5000 feet altitude. They were introduced by 
the mission six or seven years ago. The average daily 
consumption, however, is only a fraction of an ounce, 
because insufficient is being replanted. Soya beans were 
introduced by the mission. However, little is being grown, 
as most natives consider the amount of food supplied in 
terms of area cultivated to be too small compared with 
other foodstuffs, especially the tubers. French beans have 
been introduced recently, and the consumption is slowly 
increasing. 


Spinach is available from August to January, but only 
small amounts are eaten by adults. Of the other green 
vegetables, “pit-pit” is available all the year, but mainly 
eaten when other green vegetables are less plentiful, and 
- young shoots of some plants, especially pumpkin, are 
eaten. 


Bananas, of which there are numerous varieties, are of 
the cooking type. Three-quarters to one pound are eaten 
each day. Pumpkin, although available, is mainly eaten 
when other foods are in short supply. Cucumbers are 
available from November to January, and during this time 
several are eaten each day. Other fruits, such as pine- 
apple, papaw and passionfruit, are eaten in small amounts. 
Tomatoes have been introduced, and are available in small 
amounts during the year, but are eaten when still green. 


Pigs are mainly kept for prestige value. Each family 
would have several. They are usually eaten only at deaths, 
marriages and other ceremonies, so that the average daily 
consumption is almost negligible. Fowls have been recently 
introduced, but are not yet in plentiful supply. Native 
fauna contributes little to the diet. The scarcity of this 
is due to the human population density. 

The foods are mainly cooked in ashes. An earth oven 
is used for beans and, on special occasions, for sweet 
potato also. Spinach is steamed in banana leaves. Cooking 
utensils are rare, but are coming into use, chiefly in the 
form of used food cans. 


Dietary Patterns. 
Diet of the Adult Male. 

From the foregoing data rough conclusions can be 
arrived at regarding the diet of the adult male not 
engaged in work. More food is eaten during periods of 
work. The calculations are made from the table of the 
composition of foods compiled by Mr. F. E. Peters, Bio- 
chemist to the South Pacific Commission, as recorded by 
Oomen and Malcolm (1958). 


TABLE I. 
Average Weight in the First Two Weeks of Life. 


Number of 
Average 


Subject. 
Weight. 


Ib. 02. 
6 7 
4:5 


o 


Calories amount to between 2000 and 2500 per day. 


Protein is estimated at 25 to 30 grammes per day. 
About 5 grammes of this would be provided from corn, 
beans, peanuts and green vegetables, and the remainder 
from tubers. The difficulty in determining the exact 
amount is due to the varying protein content of the 
different types of sweet potato. Animal protein consump- 
tion is almost nil. The proportion of protein in the diet 
is approximately 1:2 grammes per 100 Calories. Carbo- 
— represents the bulk of the diet, and fat intake is 
ow. 

Calcium in the diet amounts to about 400 mg. per day 
from starchy foods, and a further 100 mg. per day from 
green leafy vegetables, especially spinach. Iron is suppled 
at approximately 20 mg. per day, half from sweet potato 
and the other half from green vegetables and fruits. 


Vitamin A intake is difficult to estimate—probably 
about 3 mg. of carotene per day (2 mg. from green 
vegetables and 1 mg. from tubers). Thiamin is provided 
mainly from the tubers, the daily intake being about 2 mg. 
Ascorbic acid is freely provided. Sweet potato has a high 
vitamin C content, and this is supplemented by fruits and 
other vegetables, so that the total intake is probably over 
700 mg. per day (some would be destroyed in storage and 
cooking). 

From these calculations, it can be seen that there is a 
dietary deficiency of protein and possibly also of calcium 
and vitamin A. However, the deficiency is not severe 
enough to produce gross disorders in the adult male. 
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TABLE IT. 
Weight Observations, Baiyer River-Lumis Area. 


Age (Years). 


1 _ 28 17 5 ~ 
2 30 9 13 22 17 9 50 22 6 50 26 11 
3 19 11 10 31 18 6 _ _ — = 
4 10 13 0 28 19 3 
5 18 13 11 26 18 9 59 23:2 35 28 0 
6 15 141 17 18 14 
7 17 14 9 21 18 14 _ 
8 20 14 6 15 19 10 66 24 5 50 28 1 
9 15 15 7 25 20 0 —_ _ — _ 
10 20 15 8 23 20 7 te 
11 13 15 10 26 21 14 66 25 4 50 28 12 
12 21 17 2 26 2 9 


Diet of Pregnant and Lactating Women. | 


The diet of the female during pregnancy and lactation 
follows the foregoing pattern. Under these circumstances, 


A better protein intake should be of benefit to the develop- 
ment of the fetus, to the supply of breast milk and to the 
general health of the mother. 


Diet of the Infant. 


TABLE III. Breast feeding is “on demand”—that is, given whenever 
Weight Observations, Kompiam Area. the baby cries. This results in numerous small feeds 


| 
1 — | — 14 
: 2 5 9 13 4 15 12 9 20 12 
3 8 11 15 7 17 4 
4 5 | 9 2 
5 8 wi 1 20 14 
6 16 14 1 5 17 6 
7 8 13.7 8 18 15 = 
8 11 15 1 q 19 14 9 28 12 
9 6 20 0 | 
3 | 1818 2 — 6 | 2514 
12 6 16 5 5 20 5 
ré | Comparison of average rates of growth of children in 
31 | a two regions of the Western Highlands of New Guinea and 


8 
| 
| 


in Victoria. 


the deficiencies, especially of protein but also of eiieenei until the child is about three and a half years of age. It 
are significant. Calcium tablets are supplied to expectant is discontinued when he can eat a certain amount of 


mothers who attend the regular hospital ante-natal clinic. sugarcane at one sitting. 


throughout the day. Breast feeding is usually continued 


me 
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First foods are introduced at about the following times: 
(i) sweet votato at three months of age; (ii) spinach at 
three months—the supply of this food is seasonal; (iii) 
sugarcane at six months or before—at first this is partly 
premasticated by the mother, but it is the only food 
usually so offered; (iv) banana at six months or later 
(when the child can hold it in his hand); (v) cucumber 
at eight to twelve months; (vi) “pit-pit” at nine to twelve 
months; (vii) beans at twelve to fifteen months; (viii) 
corn at twelve to fifteen months. Cow’s milk,- fresh or 
powdered, is not available. Further education will be 
required prior to its introduction. 


It is generally known that the output of breast milk 
continues to increase until a maximum is reached at about 
six months or so. About this time, the supply becomes 
inadequate by itself to meet the nutritional requirements 
of the growing child, and then diminishes continuously in 
amount until the child is fully weaned. The additional 
foods given to the young infant, as outlined above, do not 
provide an adequate supplement to fulfil nutritional 


Taste IV. 
Ce rison Average Weights of Children in Baiyer 


Weight (Pounds). 


Baiyer River- 
Lumis Area, 


6-25. 
18-5 
16-75 
21-5 
25-75 
29°75 


Birth .. 


1 year .. 
2 years 
3 years 
4 years 


requirements. The total protein intake is low, being 
supplied by a diminishing amount of breast milk plus a 
small amount of vegetable protein. Vitamin A, calcium 
and iron are all probably mildly deficient. There may also 
be a slight deficiency in calories for a short period until 
the child can take larger amounts of the varicus foods. 


TABLE V. 
Weight Increases per Month at Various Ages. 


Weight Increase per Month. 


Baiyer River- 


23-2 
7-4 
6-3 
5-7 
5-3 


0 to 5 months 

5 months to 1 year 
1 to 2 years 

2 to 8 years 

3 to 4 years 


8-7 
6-7 


Physical Growth of Infants. 
Birth Weight. 


The average birth weight was calculated from observa- 
tions on all infants born during the year ending March, 
1958. Most of the children were born in the villages. 
Table I gives the weights of babies first examined in the 
first two weeks of life, and hence shows the average weight 
of babies one week old. It has been observed from babies 


born in hospital that there is usually no or a negligible 
weight loss in the first few days of life, and that by one 


week of age they are usually a few ounces above the birth 
weight, The average birth weight could, therefore, be 
taken as 6 lb. 4 oz. 


The birth weight is less than for Australian children. 
This would be partly due to racial characteristics, the 
adults being of smaller stature than the average Aus- 
tralian. However, maternal nutritional deficiencies may 
well be an associated factor—particularly the deficiency 
of protein. 


Weight Increases. 
Weight observations are shown in Table II. A com- 
parison is given in Table III of a similar, but smaller, 
survey of the Kompiam area. This is an adjoining Enga 


_subgroup approximately 15 miles north-west of Baiyer 


River. 


In the nil to two years range, each group contained 
infants from half a month younger to half a month older 
than the mean. In the two to four years range, groups 
of three-month intervals were selected, each group con- 
taining infants from one and a half months younger to 
one and a half months older than the mean age. In 
the latter group, a few weights had to be estimated, as 
the scales used registered only to 31 Ib. 


AGE YEARS 


3 


Fieurs II. 
Weight chart in Case I (Puri), compared with the 


average, and showing the results of acute onset of 
marasmus following prolonged weight deficiency. 


For the Baiyer River and Lumis area the figures repre- 
sent the weights recorded during August, 1958. Ages were 
known fairly accurately, as most babies in the area are 
seen before the age of one month on. the regular monthly 
visits. Children were not included if, when they were 
first seen, the age had to be estimated beyond six weeks 
for those aged under one year, beyond two months for 
those aged one to two years, and beyond three months for 
those aged two to four years. Children who were ill 
(mainly in hospital), premature babies (as judged by 
weight), twins, and those who were obviously mal- 
nourished or who had been treated for that condition in 
hospital, were all rejected. The weights of approximately 
three-quarters of the total number of children aged under 
four years were used. The figures represent the average 


weights of well babies. 


The people of the Kompiam area are similar in mos 
respects. However, their language has dialectical dif- 
ferences and they have had less European contact. The 
Baptist Mission provides an infant welfare service which 
has been established more recently than at Baiyer River 
and Lumis. The population density is less and the area 
more hilly. Observations were ‘taken from weights 
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recorded during June, 1958. A greater proportion of 


children had to be rejected owing to uncertainty of exact 
age and a greater amount of infantile malnutrition. The 


total number of observations is smaller and, therefore, of 
less statistical value. 


Growth Rates. 


Figure II shows the growth curves of the two areas 
(Baiyer River and Lumis, and Kompiam). Comparison is 
also made with Victorian children as recorded in the 
growth table by Brown and Campbell (1947). 

Table IV gives a comparison of the weights at various 
ages between Baiyer River-Lumis (from growth curve) 
and Victoria. Table V shows a similar comparison of 
growth increases per month, 

From the figure and these two tables, it can be seen 
that weight increases are comparable in the periods nil to 
five months and over two years. However, from five 
months to two years of age the native child grows at a 
much slower rate. This is particularly marked in the 
latter half of the first year of life. The deficiency is 
greater in the Kompiam area where, compared with Baiyer 
River-Lumis, a lag of approximately 12 oz. develops 
between five months and one year, and persists. 


Infantile Malnutrition. 


Infantile malnutrition is a major problem, and carries 
a high mortality from intercurrent infections. Many 
children who died between the ages of one and five years 


wr 


1 1 
AGE im YEARS 
Figure IV. 


Weight chart in Case III (Trambe), compared with the 
average, and showing weight changes due to cedema after 
prolonged growth retardation. 


had previously been treated for malnutrition, or had been 
regarded as suffering from it. It is a chronic illness, but 
often has an acute onset precipitated by infection. Attacks 
of acute respiratory infections or gastro-enteritis of 
ordinary severity often produced marked weight loss in 
malnourished children. 

Malnutrition in the first six months of life is a different 
problem and less common. It is due to such things as 
multiple births, maternal death or poor lactation. These 
cases are not further discussed. 


Clinical Features. 


The clinical features of malnutrition as seen in the area 
were as follows: (i) The child presented the picture of 
apathy and misery with a disinclination to move about. 


(ii) Anorexia, poor digestion and diarrhea were 
common. (iii) Malnutrition was suspected when the 
weight was below average for the age by about 15% or 
more. However, the weight, especially without considera- 
tion of height, was not the only basis of diagnosis. (iv) 
Height was not recorded, but malnourished children were 
of small stature. (v) Cidema, when present, appeared 
first on the backs of the hands and feet and on the face, 


-and sometimes later became generalized. (vi) The skin 


became thin and atrophic, with dryness in severe cases, 
and mild hypopigmentation, either generalized or in small 
localized areas, was sometimes seen. (vii) Subcutaneous 
fat was often markedly depleted; however, the amount 
normally present is only small. (viii) Poor musculature 
could easily be felt, especially in the shoulder region and 
buttocks. (ix) The hair tended to become straight, 


Figure V. 


Puri (Case I), aged six and a half years, weighing 23 Ib., 

suffering from marasmus and showing gross wasting, 

abdominal distension and es to stand without 
suppo 


“scraggy” and sparse, with loss of the normal texture and 
curl, and was fairer in colour than the hair of normal 
children. (x) The abdomen showed the “pot-belly” appear- 
ance. The liver was often slightly enlarged. (xi) Anemia 
was usually present; its severity was variable. 


These features are those that are known to result from 
a deficiency of protein. During the early weaning period, 
insufficient calories may be an associated factor, but of 
secondary importance (Oomen and Malcolm, 1958). 
Anemia due to iron and vitamin B,. deficiencies may be 
an associated feature (Jelliffe, 1955). Clinical observa- 
tions suggest that other deficiencies are not of major 


importance. 
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: Clinical Types. 

Cases of malnutrition could be divided into two types. 
In one type, the main features were excessive weight 
deficiency with poor musculature and loss of subcutaneous 
fat. When these changes are excessive the condition is 
described as “marasmus”. These children had suffered a 
prolonged failure of adequate weight gain. This usually 
commenced from the age of about six months, and became 
of clinical significance in the second year of life. Some 
eases presented at a later age. 

The other type of malnutrition, in which the sub- 
cutaneous fat has been reasonably well preserved, it called 
“kwashiorkor”’. These patients show edema as the main 
feature; often the hair changes and sometimes the skin 
colour changes, as was mentioned above. 


Figure VI. 
Mande (Case II), with mother, showing cdema due to 
kwashiorkor. 


Kwashiorkor as described was less common than a 
“mixed” type, in which there had been excessive weight 
deficiency and poor subcutaneous tissues, with edema 
developing later. The above-mentioned hair and skin 
changes were also often present. It was considered that 
this “mixed” picture represented a natural sequence of 
many cases, and that the early treatment of malnutrition 
prevented the development of edema. 


The clinical picture of the kwashiorkor and the mixed 
types presented two features different from that recorded 
in other countries. The maximum incidence was later, 
being between the ages of two and four years. (Two cases 
were seen in children aged under 15 months, but the 
circumstances were unusual. Both mothers had chronic 
debilitating diseases, leading to the death of one mother 
and complete drying up of the breast milk of the other.) 
The other difference was that crazy-pavement dermatosis 
(hyperpigmentation followed by desquamation of the outer 
layer of the skin) did not seem to be a major feature. 


The difference in age incidence is considered to be 
related to the prolonged breast feeding and the spacing 
of children well apart in the family. The apparent insig- 
nificance of the crazy-pavement dermatosis may mean that 
its presence is conditioned by a secondary deficiency,. as 
suggested by Oomen (1956) and others. Such a secondary 
deficiency could be a lack of a specific vitamin or amino 


acid. 
Reports of Cases. 
Some of the features described are illustrated by the 
following cases. 


Case I.—Puri, a female child aged six and a half years, 
was admitted to hospital on September 23, 1958 (Figures 


Figure VIL 
Trambe (Case-III), with father, aged three years and 
eight months, suffering from the “mixed” type of mal- 
nutrition. She shows wasting in the arm and chest, plus 
the kwashiorkor features of cdema (legs, forearm and 
face) and sparse pale “scraggy” hair. The small amount 
of hair ‘s due to recent shaving. 


III and IV). Between the ages of one and six years, 
she had made a steady weight gain, but was always 
below the average weight by about 15%. She was 
admitted to hospital with an undiagnosed illness of two 
weeks’ duration, characterized by abdominal pain and 
anorexia without fever or diarrhea and having no 
specific signs. When she was examined she was lying 
curled up and appeared miserable; the mucous membranes 
were pale, the subcutaneous tissues were depleted, the 
musculature was poor and the buttocks were wasted, 
the abdomen was distended, and she weighed 24 lb. (her 
weight seven months previously had been 31 1b.). The 
underlying illness, which interfered with the treatment of 
the malnutrition, persisted for two more weeks, at the end 
of which time she weighed only 22 lb. 6 oz. When she was 
discharged from hospital, three months after her admission, 
she was well and happy and weighed 31 Ib. 


This case illustrates marasmus of acute onset, pre- 
cipitated by an acute illness, in a child who had been 
underweight since early life. 
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Casp II.—Mande, a female child, aged three years, was 
admitted to hospital on September 30, 1958 (Figure VI). 
Her weight gains had always followed the average pattern. 
She was admitted to hospital with a short history of 
abdominal pain and anorexia. (This was a similar illness 
to that precipitating the malnutrition in Case I; it 
occurred as a minor epidemic.) No special features were 
noticed on examination. She weighed 23 ib. 6 oz. (two 
weeks before her weight had been 25 Ib. 2 o2z.). 


Three weeks after her discharge from hospital, on October 
28, she was readmitted because of edema. On examination, 


Ficure VIII. 


Trambe (Case III), one month later than the previous 
picture, showing almost complete disappearance of the 
cedema following adequate therapy. 


she appeared unwell, there was generalized cedema, the skin 
was pale with a few small patches of hypopigmentation on 
the limbs, and she weighed 26 Ib. 14 oz. The cedema pro- 
gressed, and one week after her admission she weighed 30 
lb. Her general condition deteriorated, and ‘she died 11 days 
after her admission to hospital, on November 8. 

This case was one of kwashiorkor with an acute onset 
due to an acute illness, in a child whose weight gain had 
been satisfactory, and whose malnutrition had not been 
detected. 

Case III.—Trambe, a female child, aged three years and 
four months, was admitted to hospital on June 25, 1958, 
because of prolonged failure to gain. weight (Figures IV, VII 


and VIII). Her weight increase had been at a normal rate 
until the age of two years, except during the period six to 
eleven months, when she gained only 1 Ib. 5 oz. At two years 
she weighed 20 Ib. 12 oz. (1 Ib: below average). However, 
during the next 16 months, after an initial loss of 2 Ib., her 
weight remained stationary. 

When she was admitted to hospital she was found to be 
of small stature; there was a depletion of the subcutaneous 
tissues with poor musculature, the abdomen was distended, 
the weight was 18 Ib. 5 oz., the hemoglobin value was 91 
grammes per 100 ml., and microscopic examination of the 
feces showed heavy Ascaris and moderate hookworm infes- 
tation. She was discharged one month later, having partly 
improved and weighing 20 Ib. 12 oz. 

Five weeks after her discharge, on September 2, she was 
readmitted to hospital, having relapsed. She then weighed 
17 Ib. 14 oz. CEdema was first detected three weeks later, 
on the dorsum of the feet, the back of the hands and the 
face. This increased over the next two weeks and covered 
the legs and the forearms. At this stage she weighed 19 lb. 
2 0z. Misery, apathy and anorexia were marked, and the 
abdominal distension had increased. Her hair had previously 
been shaved—a common practice—but had now grown 
sufficiently to show the characteristic changes; it was 
sparse and pale and lacked the normal curl. Treatment was 
interrupted by two attacks of gastro-enteritis (one of them 
severe, with blood-stained motions); however, the cdema 
had completely subsided by December 2, when she weighed 
14 lb. 6 oz. On January 19, four and a half months after 
the second admission to hospital, she was well, and weighed 
20 Ib. 

This case demonstrates the “mixed” type of malnutrition, 
having a chronic onset commencing with gross weight 
deficiency, and later developing kwashiorkor features. The 
onset in this case could have been related to cessation of 
the breast milk supply, another sibling having been born 
when Trambe was aged only two and a half years. Other 
possible precipitating factors were the heavy Ascaris 
infection, three other minor infections (of the upper 
respiratory passage and ears), and perhaps emotional 
factors connected with the birth of the other sibling. 


Treatment. 


Patients suffering from malnutrition, as judged mainly 
by excessive weight deficiency or edema, were admitted 
to hospital. The basis of treatment was an easily digestible 
protein-rich diet. Skimmed milk powder was used as a 
convenient source of a relatively ideal protein. Blood 
transfusion was used in one case with good results. Asso- 
ciated Ascaris infestation was treated with piperazine, and 
hookworm infestation with. tetrachloroethylene. 


In the acute stage of malnutrition, skimmed milk powder 
alone was used. Protein requirements were estimated at 
3 grammes per pound of body weight per day; this is 
supplied in one tablespoon by measure of skimmed milk 
powder per pound of body weight per day. This often 
had to be given by an intragastric tube at first, owing to 
the patient’s refusal to take it otherwise. It was often 
difficult to get children to tolerate such amounts, and 
diarrhea was sometimes troublesome at first, requiring a 
build-up of amounts over several days. 


After the acute stage, or from the beginning in the less 
severe cases, other protein-rich foods were used. Recon- 
stituted full-cream powdered milk was given freely. (In 
the acute severe stage the fat of this milk may produce 
bowel upsets, being too difficult to digest.) Other protein- 
rich foods used were peanuts (cooked and crushed), soya 
beans, eggs, cheese and tinned meat. Cod liver oil (or 
peanut oil) was well tolerated, and given as a medicine 
in doses of one teaspoonful three times a day. This 
provided extra calories, essential fatty acids and fat- 
soluble vitamins. Skimmed milk powder was useful at 
this stage also. It was added to ordinary milk in amounts 
up to eight tablespoonfuls to one pint of reconstituted 
full-strength powdered milk. It was also used as a powder 
added to other foods. One tablespoonful of skimmed milk 
powder, plus one tablespoonful of crushed roasted peanuts 
and half a banana, all mashed together, made a palatable 
food. 

Sweet potato was gradually included in increasing 
amounts in the diet, so that eventually the child was able 
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to:take a normal diet, with smaller supplements of milk 
and other protein-rich foods. ‘ 


Prevention. 


From the public health point of view, the problem is to 
increase the supply of available protein-rich foods, prefer- 
ably of the animal type. Possibilities include the breeding 
of fowls for eggs and meat, fish cultivation, the introduc- 
tion of milk, and an increase in local cultivation of protein- 
rich vegetables. To introduce milk properly as a food 
would require education in its use and a more widespread 
introduction of money. At present, however, it may be 
possible to use skimmed milk powder as an additive to 
other foods, or as a paste by mixing it with a little water. 


Summary and Conclusions. 


A study of the diet of the people of the Baiyer River and 
Lumis area shows that there is a deficiency of protein, 
especially that of animal origin. This has most effect on 
infants aged over six months, when the breast milk supply 


_ becomes inadequate by itself. 


The growth pattern, as judged by weight, shows that 
children aged between five months and two years grow 
at a much slower rate than children in Victoria. This is 
most marked in the earlier part of this period. 


A discussion is given on infantile protein malnutrition 
as seen and treated in the area. 


It is concluded that the growth lag is due mainly to 
the inadequate protein intake. The children who develop 
malnutrition are those whose protein deficiency is greatest 
in the community. This is presumably due to a much less 
than average breast milk supply during the prolonged 
weaning period. Disease apparently plays an indirect part 
by drawing on inadequate protein reserves. Bowel worm 
infections, especially Ascaris infestations, are probably an 
associated factor in some cases. 


Additional protein-rich foods, preferably of animal 
origin, are required. They should be given to infants 
from the age of five months, when the growth curve begins 
to flatten. They would also be of benefit to both mother 
and child if added to the diet of pregnant and lactating 
women. 
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A SIMPLE METHOD FOR THE DETERMINATION OF 
SERUM TRANSAMINASE LEVELS IN BLOOD 
SERUM. 


By O. E. NEWFIELD, 
Repatriation General Hospital, Heidelberg, Victoria. 


Tue usefulness of the determination of transaminase 
levels in the blood serum has been well established, and 
the test has become everyday routine in the pathological 
laboratory. 

Necrotic cardiac muscle releases large quantities of an 
enzyme into the blood-stream, which converts alpha- © 
ketoglutarate in the presence of aspartate into oxalacetate 
and glutamate (S.G.0O.T.). Similarly, necrotic liver tissue 
releases, apart from S.G.O.T., another similar enzyme, 
which turns alpha-ketoglutarate in the presence of alanine 
into pyruvate and glutamate (S.G.P.T.). The clinical 
application of this phenomenon in regard to myocardial 
infarction and various forms of liver disease has been 
described in numerous papers (Chinsky et alii, 1956; 
Wroblewski, 1956). . 


Early methods for the determination of serum trans- 
aminase levels required enzyme reagents, which were 
difficult to obtain and standardize. Later methods, which 
did not require enzyme reagents, involved a_ toluene 
extraction which, owing to troublesome emulsions, was 
tedious and time-consuming. 


Reitman and Frankel (1957) published a method which 
did not require this toluene extraction. However, when 
their instructions for the preparation of the alpha- 
ketoglutarate-aspartate substrate was followed, consider- 
able turbidity was produced on the addition of the sub- 
strate to the serum. This turbidity persisted during the 
further stages of the procedure, and exact colorimetric 
measurement was impossible. This difficulty was overcome 
by modifying the buffer solution by the replacement of 
sodium salts with potassium salts. 


The method described in this paper equals in simplicity 
the method using an American kit of reagents,’ which is 
hard to obtain in Australia and is fairly expensive. 


Reagents. 
Substrate for S8.G.0.T. 


About 60 ml. of water are added to 0:0292 gramme of 
alpha-ketoglutaric acid, 2°66 grammes of aspartic acid and 
2 grammes of potassium dihydrogen phosphate. Normal 
potassium hydroxide is added, with stirring, until the pH 
of the solution is 7:4-7-5. (This requires about 33:2 ml.) A 
PH meter with external electrodes is ideal for this purpose. 
The solution is made up to 100 ml., the pH is rechecked, and 
the solution is filtered if necessary. A few drops of chloro- 
form are added to check the growth of organisms. It is 
advisable to prepare the substrate three or four days before 
use, as the blank value slightly increases for a few days. 
This particularly applies to the preparation of the calibra- 
tion graph. 

Substrate for 8.G.P.T. 

Amounts of 0:0292 gramme of alpha-ketoglutaric acid, 
1:78 grammes of dl-alanine and 2 grammes of potassium 
dihydrogen phosphate are dissolved in about 75 ml. of water, 
and the pH is adjusted to 7°4-7°5 by the addition of N/1 
potassium hydroxide solution. (This requires about 13-2 
ml.) The solution is made up to 100 ml., the pH is rechecked 
and a few drops of chloroform are added. 


2:4-Dinitrophenylhydrazine Solution. 
An amount of 19:8 mg. of the reagent is dissolved in 100 
ml. of N/1 hydrochloric acid. 
Pyruvate Solution for Calibration Curve. 


Pyruvic acid is very unstable. It can rarely be obtained 
in any degree of purity, and even freshly distilled pyruvic 
acid deteriorates very quickly on standing. Sodium 
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pyruvate is quite stable, but cannot usually be obtained 
commercially. It can be prepared with ease from com- 
mercial pyruvic acid, which has been roughly fractionated 
by vacuum distillation. 


An alcoholic solution of the distillate is neutralized with 
an alcoholic sodium hydroxide solution, prepared by 
diluting a saturated aqueous sodium hydroxide solution with 
about 10 times its volume of absolute alcohol. The pre- 
cipitate is filtered under suction and washed with alcohol 
and ether. It is recrystallized from 80% alcohol, precipita- 
tion being aided by the addition of a little ether. After 
filtration and washing with alcohol followed by ether, it is 
freed from solvent in a vacuum desiccator. 


The pyruvate solution used to prepare the calibration 
curve contains 22 mg. of sodium pyruvate in 100 ml. of a 
phosphate buffer of pH 17°4-7°5. 


' Bodium Hydroxide Solution, 0-4 Normal. 


Sixteen grammes of sodium hydroxide are dissolved in 
water and made up to one litre. The solution is filtered if 
it is not clear. 


Procedure. 
The test is made as follows. 


One millilitre of the desired substrate is pipetted into a 
test tube and put into a beaker containing water at about 
40° C., 0-2 ml. of serum are added and the beaker is placed 
in an incubator at 37°C. 


After 60 minutes’ incubation for 8.G.0.T. (30 minutes’ 
incubation for 8.G.P.T.), the enzyme activity is stopped by 
the addition of 1 ml. of the 2:4-dinitrophenylhydrazine solu- 
tion. After the mixture has stood for 20 minutes at room 
temperature, 10 ml. of 0°4 N sodium hydroxide solution are 
added and the contents mixed. After five minutes the optical 
density of the solution is measured on a spectrophotometer 
at 505 mz, or on a photoelectric colorimeter with a green 
filter. 

A serum blank may be prepared by adding 0-2 ml. of 
serum td 1 ml. of substrate, followed immediately by 1 ml. 
of the 2:4-dinitrophenylhydrazine solution, and proceeding 
as for the test. For general clinical purposes, however, the 
blank will very rarely affect the result to a marked degree, 
unless the serum is somewhat hezemolysed or very hyper- 
lipemic or has a very high bilirubin content. 


To prepare the calibration curve, the working standards 
set out in Table I should be made up. 


To the tubes containing the sodium pyruvate solution, the 
substrate and the water add immediately 1 ml. of the 2:4- 


dinitrophenylhydrazine solution. After the mixture has 
stood at room temperature for 20 minutes, 10 ml. of 0°4 N 
sodium hydroxide solution are added. After five minutes 
the colours are read on a spectrophotometer at 505 my or 
on a photoelectric colorimeter with a green filter. 

By correlation of each reading with the number of units 
indicated in Table I (fourth and fifth columns), a calibration 
curve is obtained from which the tests are read. 

If any specimen of serum gives a transaminase value 
ever 150 units, it is advisable to Tapat the test using a 
1:4 dilution of the serum. 


The normal range for S.G.O.T. is up to 40 units; 40 to 
60 units seems to be the borderline range. In the absence 
of liver damage, values up to 100 would indicate a 
moderately severe infarct; values near or over 200 seem 
to indicate a very severe danger to life. 


In severe liver necrosis, values ‘up to 2000 units have 
been recorded. 

In myocardial infarcts, maximum levels of 8.G.0.T. are 
usually obtained about 36 hours after the attack. Useful 
information about the severity and duration of the attack. 
is obtained by determining the S.G.0.T. levels of the serum 
at 12 to 24 hour intervals from the commencement of the 
pains. Otherwise the peak value may easily be missed. 

The normal range for S.G.P.T. is 5 to 30 units. In viral. 
hepatitis it is higher than the §S.G.O.T. level. 


Summary. 

A simple method for the determination of the serum 
transaminase levels (S.G.0.T. and S.G.P.T.) is described, 
in which easily available reagents are used and practically 
no skill is required. 
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Reports of Cases, 


PARTIAL SMALL BOWEL OBSTRUCTION WITH 
FAILURE OF ROTATION OF THE MIDGUT. 


By Rosert BENNETT, M.B., B.S., M.C.R.A., 
Perth. 


THE purpose of this report is to emphasize the impor- 
tance of including the anomalies of rotation and fixation 
of the midgut in the diagnostic armamentarium when 
dealing with obstructive gastro-intestinal tract disease, 
not only in infants and children, but also in adults. 

A full understanding of these anomalies must be based 
on the embryology of the midgut, the significant features 
of which are associated with its rotation, during its 
physiological umbilical herniation and subsequent reduc- 
tion, in such a way that. the intestines come to lie in the 
normal post-natal position where peritoneal fixation is 
established. A brief description of this process is 
pertinent. 
Rotation and Fixation of the Midgut. 

Early in development the midgut is represented by a 
straight tube, suspended by a dorsal mesentery, with 
relative fixation about an axis formed by the superior 
mesenteric artery on the one hand and the vitelline duct 
on the other. As growth proceeds, a loop of gut forms 
about this axis, and, owing to disproportionate increase in 
size of the abdominal organs, this loop is extruded into the 
umbilical extension of the peritoneal cavity. The duodeno- 
jejunum develops from the pre-arterial segment, and the 
right half of the large bowel from the post-arterial or 
caeco-colic segment of this loop (Figure I, (a)). 

During herniation and subsequent to reduction, “rota- 
tion” of the loop of gut occurs, which, simplified, can be 
depicted as an anticlockwise (to the observer) twist of the 
loop and its mesentery through 170° about the axis of the 
superior mesenteric artery, the duodeno-jejunum passing 
behind the artery to the left of the embryo, whilst the 
caeco-colic segment passes round in front of the artery to: — 
the right (Figure I, (b)). 

In fact, the rotation of the caecum and the right colon 
has been shown to lag behind that of the duodeno-jejunum, 
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and occurs subsequently to the reduction of the hernia, 
the caecum lying on the left in front of the small bowel 
at the completion of the reduction. During this last phase 
of rotation the important process of fusion and. absorption 
of the layers of the mesentery occurs, fixing the colon in 
position and forming a broad attachment for the small 
bowel mesentery from the region of the ligament of Treitz 
to the right lower quadrant. 


pee gy segment = post-arterial segment. (a) The axis 

and direction of rotation of the loop are indicated. * 

(b) The loop is depicted after rotation anticlockwise 

through 270° about the superior mesenteric artery 

the duodenum lies — and the colon aniierior to 
e 


Dott (1928) has stated that “the practical importance of 
this stage lies less in the minor degree of rotation it com- 
pletes than in the fixation of parts in such a way that 
displacement and especially torsion and volvulus are 
rendered impossible”. 


(a) Reversed rotation: the Sestivem lies anterior and 

the colon posterior to the artery. (Rotation 90° clock- 

Failure of rotation: there common 

th a narrow attachment to the abdominal 

The small intestine lies on the right, the large 
intestine on the left. 


Anomalies of Rotation and Fixation. 


Complete failure of rotation results in a communal 
bowel mesentery, having a narrow attachment about the 
superior mesenteric artery origin, the small bowel lying 
on the right and the colon on the left (Figure II, (b)). 
This is uncommon; it predisposes to volvulus, and is 
frequently associated with small bowel adhesions. 


Partial failures of rotation, on the other hand, are very 
common, and frequently result in a highly placed caecum 
associated with strong peritoneal bands which pass from 
the caecum to the abdominal wall, and which may constrict 
the duodenum (Silverman and Caffey, 1949; Dorney and 
Elyan, 1953). 


Reversal of rotation brings the duodenum anterior to. 
the superior mesenteric artery, and the transverse colon 
behind it. This is a clinical rarity (Davies, Johansen 
and Goldman, 1955 (Figure II, (a)). 

Failure of the process of peritoneal fixation will result. 
in excessive mesenteries with redundant looping, such as. 
is frequently seen in the regions of the caecum and sigmoid 
colon, which may lead to the well-known conditions of 
caeco-colic voivulus and sigmoid volvulus (Brown and. 
Ross, 1954). 


Internal hernis, right and left paraduodenal hernia: 
respectively, are also considered to result from errors in 
the process of rotation and fixation of the midgut. 
(Andrews, 1923; Snyder and Chaffin, 1956). 


Figure III. 


Diagrammatic representation of the operative and radio- 

logical findings: C, caecum; D, duodenum passing to the 

right; J, obstructed loop of jejunum ; O, point of obstruc- 
tion: I. collapsed distal segment of small bowel. 


Clinical Record. 


A male patient, aged 22 years, was referred for a 
barium meal X-ray examination, with a history of recur- 
rent bouts of colicky abdominal pain and vomiting over a 
period of many years. These attacks were spontaneously 
relieved. The pain would come on two hours after food. 
The patient’s appendix had been removed in Europe 
during the war, without a general anesthetic. 


At the time of examination on March 13, 1958, he was 
experiencing one of these attacks. Fluoroscopic examina- 
tion did not disclose any abnormality in the chest, and - 
barium meal X-ray examination did not reveal any abnor- 
mality of the esophagus and stomach, the latter being in 
normal position. The duodenal bulb appeared normal, 
but further progress of the meal showed the duodenum 
and jejunum lying to the right of the mid-line and some 
distension of the proximal jejunum was apparent (Figure 
IV). One loop showed considerable distension, with gas 
fluid levels pi 2sent in the erect position. Examination at 
24 hours showed that all the barium had passed into the 
large bowel, which was outlined in the left side of the. 
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Figure IV. 
Supine position film, showing duodenum and jejunum 
in the right half of the abdomen. Some distension of 
the barium-filled proximal part of the jejunum is 
apparent and the gas-distended loop is defined (1). 
The pylorus is indicated (2). : 


V. 


At 24 hours, before the second small opaque meal. 
The head of the. meal has been passed. All the barium is 
in the colon, which is shown displaced concertina-fashion 
to the left. The caecum lies well down in the pelvis. 


~ 


abdomen with the caecum shown low down in the mid-line 
of the pelvis (Figure V). Another small amount of barium 
was given, and examination one hour later showed the 
barium passing through the distended loop of jejunum, 
and defined its position in relation to the colon, the 
obstructed end of the loop lying to the left of the hepatic 
flexure (Figure VI). 

These findings indicated partial obstruction of a loop 
of jejunum, and it seemed likely that the recurrent 
episodes of pain and vomiting over the years had had 
the same cause. It was thought that the obstruction 
might be due to an abnormal peritoneal band, or to some 
other mechanical factor associated with the malrotation. 

At laparotomy a distended loop of jejunum presented 
in the abdominal wound behind a thin veil of mesentery. 


Ficure VI. 


One hour later than Figure V, after another small opaque 

meal. Gas fluid levels are present in the obstructed loop 

of jejunum, the position of which is shown in relation to 
the misplaced mid-line hepatic flexure. 


Collapsed small bowel was traced back to the site of 
obstruction, a defect in the right side of the greater 
omentum. The jejunum passed through this defect and 
was firmly bound to its edges by adhesions. The defect 
was widened, the adhesions were divided and the loop of 
bowel was freed. The caecum was found in the mid-line of 
the pelvis and could be moved around freely due to its 
mesentery. The colon was on the left. 

Some nine months after operation the patient reported 
that he felt “a new man”, now being in a state of good 
health to which he had obviously not been accustomed in 
the past. 

Comment. 

The importance of the various anomalies associated 
with errors of rotation of the midgut largely lies in their 
obstructive potential. However, they should also be kept 
in mind when the distribution of abdominal pain is being 
evaluated—for example, in “left-sided appendicitis”. 

The symptoms and signs associated with these 
anomalies are largely those produced by duodenal or 
intestinal obstruction. Multiple abnormalities may coexist, 
and it is well known that volvulus of the small intestine is 
commonly associated with obstruction of the duodenum. 

Many cases showing unusual clinical features with 
repeated attacks of abdominal pain that are spontaneously 
relieved are undoubtedly regarded as functional, and 
unless the condition becomes more acute their obstructive 
origin may readily be overlooked and the patient continue 


Marcu 19, 1960 


THE MEDICAL JOURNAL OF AUSTRALIA 


463 


to suffer ill health. In cases of this sort, errors of midgut 
rotation should be suspected and appropriate investigation 
undertaken. 


These obstructive lesions are well known in infants 
and children, but cases occurring in adults and even in 
the elderly are being more frequently reported (Brown 
and Ross, 1951; Findlay and Humphreys, 1956), and the 
‘possibility of malrotation should be kept in mind when 
obstructive gastro-intestinal disease in all age groups is 
being dealt with. 


Radiology plays ‘a valuable role in the management of 
these conditions, in particular examination with the 
opaque enema, since malpositions of the caecum are 
readily demonstrated by it and may provide the clue to 
the cause of the obstruction higher in the alimentary 


tract. A barium meal may provide a lead when the. 


opaque meal is seen to pass from the duodenum into 
jejunal loops on the right side of the abdomen, and when 
this is noted the meal should be followed to define the 
position of the colon. In the more acute obstructive 
states, plain films may be extremely helpful in locating 
the site of obstruction, and may provide an accurate 
diagnosis when characteristic appearances are produced, 
such as that of sigmoid volvulus. 


In this case the obstruction was due to adhesions to the 
jejunum where it passed through an omental defect. 
Defects in the omentum have previously been described 
in association with anomalies of rotation (Waugh, 1927; 
Findlay and Humphreys, 1956). 


Summary. 


The embryology of rotation of the midgut and the 
anomalies resulting from errors in this stage of develop- 
ment are briefly described. 


A case is reported, in which partial obstruction of a 
loop of jejunum was associated with failure of rotation of 
the midgut (commune mesenterium), the loop being bound 
by adhesions to the edges of an omental defect. 


The importance of including anomalies of rotation and 
fixation of the midgut in the diagnostic armamentarium 
when one is dealing with obstructive lesions of the gastro- 
intestinal tract, not only in infants and children, but also 
in adults, is emphasized. 
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THOSE who have been in the habit of reading this 
member of the Year Book Series will miss the “Intro- 
duction” with which Dr. Wartman has in the past been 
accustomed to enliven its pages. Instead he has culled 
some special articles from various sources to introduce 
appropriate sections. The first half of the book deals with 
pathology, and is introduced by a special article by Sir 
Roy Cameron to commemorate the centenary of the 
publication of Virchows “Cellular Pathology”. The second 
half of the book, dealing with clinical pathology, is intro- 
duced by a very useful article by Wendell T. Caraway on 
“Units of Concentration” under the heading “Traps for the 
Unwary”. The other special articles are as follows. In 
a paper on “The Individual Basis of Biologic Variability in 
Cancer” by Ian Macdonald, this author expounds his views 
on biological predeterminism in the natural history of 
eancer. Extracts from an article by R. M. Kark com- 
memorating the centenary of the death of Richard Bright 
are given. These are followed by an abstract of a paper 
by J. B. Cavanagh, which gives a new description of the 
microscopical appearance of sections from three kidneys 
originally described by Richard Bright and -still preserved. 
The abstracts which form the main subject matter of the 
book are arranged in the usual. sections, and are 
illuminated by appropriate editorial comments. A _ sub- 
section on exfoliative cytology contains abstracts of ten 
papers on what is still a relatively new branch of general 
pathology. This volume of the Year Book Series as usual 
contains much that should interest all who try to follow 
the latest developments in the science of medicine. 


Annual Review of Medicine. Edited by David A. 
and William P. Creger; Volume 10; 1959. 
Annual Reviews, Inc. 8%” x 53”, pp. 456. 


WitTH this volume, the “Annual. Review of Medicine” 
completes its first decade in publication. It aims to present 
the views of outstanding workers concerning recent 
important developments in the various branches of 
medicine in which they are respectively expert. The editors 
admit adding to the huge bulk of general medical 
literature; but they claim also to have contributed “to 
that rather smaller and more choice body of writing 
which concerns itself with the formulation of views 
through the sifting rather than the gathering of informa- 
tion”. The present volume ably supports this claim with 
a series of chapters on selected topics. Each chapter is by 
a single author, or small group of authors, and reviews 
recent work in his chosen field, with a full list of relevant 
references. This volume should be helpful both for those 
interested in a discussion of recent work in the subjects 
covered and as a source of reference to published work. 
The 19 chapters include ones on tumour chemotherapy, 
pediatrics (non-cardiac anomalies), allergy and immun- 
ology, environmental medicine, three on different aspects 
of endocrinology, and three on the cardio-vascular system. 


Rytand 
California: 
Price: $7.50. 


SS A Bibliography of Psychopharmacology, 
958. 


22-1957. By Anne E. Caldwell, 
Washington: United States Government Printing Office. 
103” x 8”, pp. 260. Price: $1.50. 


TuIs is a bibliography compiled by the National Library 
of Medicine of the United States Public Health Service, 
and is one of a series of long bibliographies published by 
the National Library of Medicine at intervals since 1950. 
Psychopharmacology is defined as the study of neuro- 
pharmacological agents from a psychiatric viewpoint, and 
psychopharmaca as drugs that primarily affect the mental 
state. This bibliography covers articles published between 
January, 1952, and December, 1956, with an incomplete 
list of articles appearing in 1957. All articles concerned 
with the effect of psychopharmacological agents on the 
psychological, behavioural and encephalographical reactions 


| 
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of normal subjects, patients and laboratory animals 
listed. Articles on the chemistry and the Suvanicwion| 
effects of these agents are not included unless they report 
encephalographical studies or severe untoward effects. This 
_ bibliography includes four sections: (i) a drug index, 
which gives cross references as a guide to the main 
subject index; (ii) the subject list, in which approximately 
2500 publications are listed under the relevant drug names 
or other headings; (iii) an ancillary subject list of special 
conditions in which references are grouped under the 
headings, “Aged”, “Alcoholism”, “Children” and “Pain”; 
(iv) an author list. Full titles are given, with a trans- 
lation in the case of foreign language journals. The 
National Library of Medicine is to be congratulated on 
-performing a valuable service, which should be of great 
assistance to research workers in this field. 


Congrés National des Sciences Médical Cc icati 
des Invités Etrangers, Bucarest, 5-11 Mai, 1957. 
Editions de L’Académie de la République Populaire 
Roumaine. ”“ x 63”, pp. 916, with many illustrations. 
Price not stated. 


TuHIs volume consists of the papers presented to the 
National Congress of Medical Sciences, held in Bucharest, 
May 6-11, 1957. It consists of several scores of papers 
on a great variety of subjects printed for the most part 
in the language of the respective contributors. However, 
a considerable proportion of the papers are in English, 
including both contributions from England and America, 
and many of those from China, Japan and other countries 
whose languages are not widely read outside their own 
borders. Most European nations are represented, as well 
as quite a few from other continents. The papers are 
arranged in the following sections: (i) normal and patho- 
logical physiology; (ii) internal medicine and surgery; (iii) 
neurology and endocrinology; (iv) inframicrobiology, micro- 


biology and parasitology; (v) varia. 


American Drug Index, 1959. BY, Charles O, Wilson, Ph.D., 
and Tony Everett Jones, Ph.D.; 1959. Philadelphia and 
Montreal: J. B. Lippincott Gains, Sydney: Angus & 
Robertson Limited. 8” x 53”, pp. 678. Price: 63s. 3d. 


THIS index has been prepared for the identification and 
correlation of the many pharmaceutical products available 
to the medical and allied professions in America. Its 
arrangement is fundamentally alphabetical. In the case 
of proprietary drugs, under each entry are given the name 
of the manufacturer, the pharmacological composition of 
the product, the pack, and the use (e.g.: “Use: Orally 
(1-2 m.p.), improvement of mood”). The chemical com- 
position is given under the pharmacological names, and 
there are extensive cross references. Such an index would 
be indispensable for practice in America; but for Australian 
doctors one of the similar, if less comprehensive, com- 
pilations prepared for use in Australia would probably 
be more convenient. This volume contains many items not 
familiar in Australia, and makes no mention of trade 
names peculiar to the Australian market. 


International Work in Bilharziasis, 1 1958. World 
Health Organization; 1959. Geneva: World Health 
Organization. Wes i pp. 58, with illustrations. 


Priee: 1s. 9d. or Sw. fr. 1. 


Tu1s booklet is a reprint of a number of the 
chronicle of the World Health Onbanieation. It describes 
the problems relating to bilharziasis, and outlines the 
work that has been and is being done by WHO on this 
disease. In this country bilharziasis means virtually 
nothing, and it is therefore startling to realize that it 
ranks second in importance to malaria as a_ parasitic 
disease in the world and is increasing in incidence as more 
and more land is brought under irrigation. Its control, 
theoretically simple but in practice beset with great difficul- 
ties, has been tackled vigorously by WHO. This booklet 
sketches the nature and extent of the problem, discusses 
the role of molluscicides and engineering in its control, 
and illustrates the variety of special problems that arise 
by a full account of the WHO bDilharziasis project at Latye 


in he Philippines. 


Clinical Reports of the Adelaide Children’s Hospital, Vol. 


3, No. 2; 1958-1959. Adel jaise: The Adelaide Children’s 
Hospital, ‘is, x ”“, pp. 101-152, with many 
illustrations. Price not stated 


Most of the reports in this volume appear to be written 
mainly for the benefit of general practitioners and resident 
medical officers. Some, such as those on osteomyelitis by 
W. W. Jolly, acute ear infections by Bryan Rolland, and 


psoriasis by H. W. Linn, are purely revision articles. A 
short paper on accidental poisoning in children is concerned 
primarily with treatment, and summarizes the experience 
of the hospital in this important field during the previous 
decade. An article on tinea capitis by G. F. Donald is a 


this 


useful review of the conditions which come under 
The 


heading, illustrated by some excellent photographs. 
remaining papers comprise one on surgical aspects 
meningitis by T. A. R. Dinning, a ge ie of the 270 
autopsies performed at the hospital in 1957 and 1958 by 
Malcolm Fowler, the report of a case of idiopathic 
pulmonary fibrosis by. M. D. Innis, and an account of 
an outbreak of gastro-enteritis involving 405 cases (of 
which 286 cases were extramural in origin and in ,137 
the disease was developed in hospital) and 465 “deaths 
between June, 1958, and January, 1959. The last is a 
valuable account of a very severe outbreak, the epidemi- 
ology of which is to be further discussed elsewhere. 


Books Received, 


[The mention of a book in this column does not imply 
that no review will appear in a subsequent omega 


“The Human Spine | fa Health and Disease: Anatomico- 
athologic Studies” G. Schmorl, M.D., and H. Jung- 
anns, M.D.; 1959. jn 3 York, London: Grune and Stratton 

a ee x 7h”, pp. 298, with many illustrations. Price: 


“Medical Surveys and Clinical Trials: Some Methods and 
Applications of Group in edited by 
L. J. Witts, C.B.E., F.R.C.P.; 1959. 
London, New York and Toronto: P Oxford” University Press. 
83” x 54”, pp. 338, with 15 tables. Price: 65s.6d. 


“Antithrombotic eng ge by. Paul W. Boyles, M.D.; Modern 

Medical Monographs, No. 20, Irving S. Wright, M.D., editor- 
in-chief, Richard H. Orr, M.D., consulting editor; 1959. 
New York, London: Grune and Stratton, Incorporated. 
83” x 54”, pp. 142, with many illustrations. Price: $5.00. 


“Understanding Psycho-Sexual Development: Designed to 
Assist Clergy, Social Workers, Teachers etc.: Oriented 
Toward Counselling”; 1960. Sydney, Melbourne, Brisbane, 
Adelaide: Father and Son Welfare Movement of Australia. 
83” x 53”, pp. 56. Price not stated. 


“Doctor Jenner of Berkeley”, by Dorothy Fisk; 1959. 
London, Melbourne, Toronto: William Heinemann Ltd. 
83” x 54”, pp. 296, with illustrations. Price: 31s. 


“Introduction to Colposcopy: A Diagnostic Aid in Ben 
and Preclinical Cancerous Lesions of the 
K. A. Bolten, M.D., and W. E. Jaq ques, M.D.; New 
York, London: Grune and Stratton Inc. 10” x tr pp. 88, 
with illustrations. Price: $7.75. 


“Vitamin Bw Metabolism: Some Studies on the Absorp- 
tion, Excretion, Enterohepatic Circulation, Turnover Rate, 
Body Distribution and Tissue-Binding of Bw’, by Peter G. 


Reizenstein; Acta Medica Scandinavica, Su upplementum 347; 
Stockholm: Acta 94” x 88”, 
Price not stated. 


Medica Scandina 


1959. 
pp. 32. 


“Lymphocytes and Mast Cells”, by, we? rte A. Kelsall, 
B.A., .D., and E. D. Crabb, B. M.A., Ph.D.; 1959. 
Baltimore: The Wittams and Wilkins 9” x 6”, 

rice: 


Book of the Commonwealth of Australia, 
No. 45”, arver; 1959. Canberra: Commonwealth 


Bureau of Genius “ane Statistics. 9” x 6” pp. 1256, with 
illustrations. Price: 10s. 


“Mental Health Problems of Automation: Report of a 
Study Group”, World Health Organization Technical Report 
Series, No. 1 59. Gen World Health Organization. 
93” x 62”, pp. 32. Price: "is. a. (English). 


S.C.N., with a forewor b H. opling, M.R.C.P. 
MRCS, D.T. bar fourth edition; 1959 London 
Bailliére, Tindali and Cox. 3” x 4”, pp. 312, with 
illustrations, Price: 9s. 6d. (English). 


“May and Worth’s Manual of Diseases of the Eye”, 
edited by TT. Keith Lyle, CB.E., M.A., M.D.,_M.Chir. 
(Cantab.), R, 8. ing. ), 


Cross, F.R. Eng.) ; 
edition ; 1959. London: Bailligre, Tindall Cox. 73” x 53”, 


. 759, with 305 black and white illustrations and 65 


Pp. 
Ssiear plates. Price: 45s. (English). 
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VIRUSES AND THE COMMON COLD. 


By far the most frequent infections amongst civilized 
man are those of the respiratory tract, and a great deal 
of attention hag been paid to them, with only limited 
practical success. During the last decade, however, 
remarkable progress has been made in recovering a host 
of “new” viruses from human beings suffering from the 
minor respiratory ailments. Many of these have been 
found to cause infections varying in. severity from 
atypical pneumonia (a rare manifestation) through 
febrile colds to asymptomatic infections, and many virus 
workers are trying to separate definite entities from the 
confused mass of tiresome minor illnesses and the 
multitude of viral agents. It is not yet certain where the 
common cold fits into this picture. 


An American group, led by R. J. Huebner’ at the U.S. 
National Institutes of Health, believes that the common 
cold may be a symptom-complex caused by infection with 
any of a large number of these new viruses. The other 
major group of investigators, led by C. H. Andrewes? of 
the Common Cold Research Unit at Salisbury, England, 
regards the common cold as consisting for the most part 
of an entity caused by one or several members of a 
group of related viruses which up till very recently has 
not been grown in the laboratory. Clinical analysis of 
the many colds transmitted with throat washings to 
human volunteers at the Common Cold Research Unit led 
A. T. Roden* to regard increase in nasal discharge as 
much the most important symptom. This was correlated 
with other symptoms like sore throat (at the onset) and 
cough (usually a late symptom). A possible major 
advance has now been reported by the English workers.‘ 
To get this in perspective it may be worth reviewing 
briefly some of the other viruses which undoubtedly 
cause minor respiratory ailments even if they are not 
concerned’ with the common cold. 

Several of these viruses fall into the group of “myxo- 
viruses”, which includes the influenza viruses. They have 


recently been classed as para-influenza viruses types 1, 
2 and 3. Para-influenza virus type 1 was first recovered 


1“Perspectives in Virology”, 1959, John Wiley & Sons Inc., 
New York. 
2 Brit. med. Bull., 1959, 15: 225. 
8 Proc. roy. Soc. Med., 1958, 51: 271. 
4 Lancet, 1960, ‘1: 235; 1: 237; 1: 239. 


from Japan and more recently from Europe and America, 
and can certainly cause minor respiratory disease in 
man. Para-influenza virus type 2, the “croup-associated” 
virus of Chanock,® is undoubtedly an important cause of 
acute laryngo-tracheitis in children, and has recently been 
isolated from patients with this disease in Australia by 


A. A. Ferris at the Fairfield Infectious Diseases Hospital. 


Para-influenza virus type 3 was also isolated in Huebner’s 
laboratory from children with febrile respiratory 
infections. 


In addition to these para-influenza viruses, there are 
about ten other viruses which have been thought to 
cause respiratory illnesses in children, but the great 
difficulties of relating disease and virus in these minor 
illnesses must be remembered. One of them at least, 
the JH virus, attained considerable notoriety as a 
common cold virus in the United States, but exhaustive 
testing at the Common Cold Research Unit failed to 
relate it to any human disease; the suggestion was made 
that it might have been a monkey virus picked up from 
monkey kidney cells during their cultivation. This 
example is mentioned only to underline the difficulties in 
this field. 

All these new viruses have been tested by the 
Salisbury workers, who have an unexcelled experience 
and organization for the study of experimental human 
respiratory infections. Several ‘are undoubtedly causes 
of minor febrile respiratory infections, but none has 
seemed to be a real “common cold virus”. In 1953 
Andrewes and his co-workers’ reported that a common 
cold virus had been propagated through cultures of 
human embryonic lung tissue. Material from early 
passages produced colds in volunteers, but cultures 
later than the tenth passage produced no colds, and no 
characteristic changes were ever detected in tissue 
cultures. 


Another more promising report now comes from the 
same centre,t and it is claimed that a virus which 
causes true colds in volunteers has been propagated in 
cultures of human embryo kidney cells. With changes 
in the medium used for tissue culture, “interference” 
and cytopathic changes have been recognized in the 
cultured cells, and the stage seems to be set for a 
thorough virological study. Only a preliminary report 
has been published, and it has yet to be shown that 
these viruses cause colds, let alone all colds. But the 
achievement is one of the first magnitude, and it is 
impossible not to be impressed with the sophisticated 
knowledge of virus behaviour in cultured cells, and the 
high pitch of development of human volunteer experi- 
ments which this work displays. Twenty-seven years ago 
Cc. H. Andrewes was a member of the team which 
discovered influenza virus® and ushered in the modern era 
of animal virology. It is a personal triumph for him, 
as well as a source of gratification for his present 
colleagues, th&8t they have now, after thirteen years of 
painstaking work at Salisbury, made what appears to be 
a successful isolation of a virus of the common cold. 
The means are now at hand, with tissue culture study 


5J. exp. Med., 1956, 104: 555. 
6 Brit. med. Bull., 1953, 9: 206. 
7 Lancet, 1953, 2: 546. 

8 Lancet, 1933, 2: 66. 
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and human volunteer. experiments, to proceed with the 
characterization of the several viruses isolated and to 
determine their relationship to the common cold, and 
to the other “new” viruses mentioned earlier. 


Current Comment. 


THE REPORT OF THE DIRECTOR-GENERAL OF 
HEALTH. 


Ir seems a pity that the report of the Commonwealth 
Director-General of Health? covering the period July 1, 
1956, to June 30, 1958, is such an arid document, in 
contrast to Part II of the annual report of the British 
Ministry of Health, which was discussed in these columns 
in our issue of March 12. This is perhaps partly a 
reflection of the constitutional position, whereby the 
powers of the Commonwealth in public health administra- 
tion are limited to certain specific functions, the respon- 
sibility for public health generally being left to the various 
State Governments. Nevertheless, one wonders whether 
some latitude of comment might not have been in order; 
it would certainly have made the report more readable. 
As it stands, the report is strictly confined to the work 
of the department, a bare statement of activities and 
expenditure and a selection of tables, presented for the 
most part without comment, apart from five-and-a-half 
introductory pages. However, the section on tuberculosis 
provides some interesting information about the progress 
of the National Anti-Tuberculosis Campaign in its first 
decade. This campaign was initiated in 1948, and the first 
result of the drive to detect unsuspected cases of tuber- 
culosis was, not unexpectedly, a sharp increase in the 
number notified annually. This rise reached a peak in 
1953 when 4979 new cases were notified, an incidence of 
56-5 per 100,000 of population; since then there had been a 
steady decline and the incidence of new notifications has 
fallen to 40-1, which undoubtedly represents a very real 
reduction in the prevalence of the disease. This fall, 
however, has been by no means evenly spread; the number 
of new cases notified among persons aged 55 years and 
over has shown a slight increase, and there has also been 
an increase in the number notified among children under 
15 years of age in Victoria and Queensland. It is pointed 
out that Victoria and Queensland are the only States where 
community X-ray surveys have not been done on a com- 
pulsory basis. Mass X-ray surveys remain the chief 
instrument for the discovery of previously unknown cases 
of tuberculosis, but this instrument has. been more 
energetically used in some States than in others. Tasmania 
is noted as having conducted mass X-ray surveys more 
frequently than any other State, with the result that (i) 
a larger proportion (over 40%) of the newly notified cases 
have been discovered by this means than in any other 
State, and (ii) more of these cases have been found at a 
very early stage of the disease than in any other State. 
In Tasmania 44% of newly discovered cases in 1958 were 
in the minimal stage, whereas in Australia as a whole this 
figure for the last three years averaged only 30%. 
Tuberculin surveys during recent years are stated to 
indicate that. the incidence of infection in school children 
is decreasing. This is lowest in Tasmania, South Australia 
and Western Australia, and for some obscure reason 
remains relatively high in Queensland. It is noted that 
B.C.G. vaccination is still given to childrem during their 
last year of school in Victoria, South Australia and 
Queensland; however the report comments that B.C.G. is 
of very limited value for children of school-leaving age in 
countries with a low tuberculosis incidence such as 
Australia, where most disease occurs in women in the 
later child-bearing age group and in middle-aged and 


1“Report of the Director-General of Health: July 1, 1956- 
June 30, 1958”, Commonwealth of Australia. Publication date 


not stated. 
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elderly men. There appears to be still considerable 
difference of opinion as to the place of B.C.G. vaccination, 
only partly depending on differences in the epidemiological 
situation in the various countries. In Britain, where 
B.C.G. vaccination gained rather tardy recognition, its 
routine use now appears to be gaining momentum. In 
the report of the British Ministry of Health for 1958 it is 
stated that 241,000 schoolchildren received B.C.G. vaccina- 
tion during the year, 8000 more than in the previous 
year. Apart from changes in incidence of the disease, 
advances in treatment, particularly in chemotherapy, have 
of course enormously lowered the mortality from the 
disease; in Australia this has fallen from 20-3 per 
100,000 population in 1949 to 5-4 in 1958. Three-quarters. 
of these deaths now occur in patients aged 50 years and 
over. 

In the other sections of the Director-General’s report 
a variety of interesting facts can be discovered, a few of 
which are selected for mention here. By June, 1958, just. 
about 75% of all children under 15 years of age had 
received a complete immunizing course of Salk vaccine 
injections, and more than half of the remainder had 
received two injections. There was no evidence that the 
vaccine caused or provoked paralysis, and the total. 
number of cases of poliomyelitis notified during 1957 was. 
125 as compared with 1194 in the preceding 12 months. 
The report comments that where poliomyelitis vaccination. 
has been undertaken by the local authority, immunization 
against diphtheria has been neglected. In at least one 
State the great majority of infants recently immunized 
against diphtheria had been taken to private practitioners 
for that purpose. Though diphtheria is now a 
relatively uncommon disease, Australian figures compare 
unfavourably with those of some other countries. The 
tables of disease notified during 1956 and 1957 confirm 
the impression gained from more recent weekly statistics 
that Western Australia’s record in this respect is par- 
ticularly poor. In both 1956 and 1957 more cases of 
diphtheria were notified in Western Australia than in the 
whole of England and Wales. Though no case of smallpox 
has been recorded in Australia for some years, one is. 
reminded that the possibility of an outbreak is ever-present. 
by the fact that in March, 1957, a ship from Bombay 
arrived in Port Phillip Bay with a case of smallpox on 
board, which was at first diagnosed as chicken pox. How- 
ever, though there had been some contact with shore- 
personnel before this was discovered, no other cases. 
occurred. A passing reference to the collection of blood 
slides in connexion with the occurrence of malaria at 
some stations in the Northern Territory, at the end of the 
wet season in 1957, is the only mention we have seen of 
endemic malaria on the mainland of Australia in recent 
years, and we hope to hear the results of this survey in 
due course. Finally, it is interesting to note that since- 
the removal of pethidine tablets from the list of Pharma- 
ceutical Benefits early in 1957, the Australian consumption 
of pethidine has fallen from the abnormally high figure 
of 52-15 kg. per million of pepulation (a world record) 
to 23-5 kg. per million of population. 


GRISEOFULVIN. 


THE successful treatment of the dermatomycoses in man 
has always been very difficult, and the discovery of a drug 
which can be taken by the mouth and is highly effective 
in the treatment of these conditions is a great advance. 
Griseofulvin was discovered in 1939 in the course of the 
study of the chemical products of the growth of various. 
fungi by A. E. Oxford, H. Raistrick and P. Simonart.’ 
As originally described it was a chemical product of the 
metabolism of Penicillium griseo-fulvum, but it was. 
subsequently isolated from other kinds of Penicillium. No | 
medical examination was made of it until nearly twenty 
years later, when J. C. Gentles? demonstrated the successful 


1 Biochem. J., 1989, 33: 240. 
2 Nature, 1958, 182:476 (August 16). 
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treatment of ringworm in guinea-pigs by the oral ad- 
ministration of griseofulvin. Very soon after this G. Riehl 
in Vienna, D. I. Williams and associates in London, and 
H. Blank and associates in America reported, almost 
simultaneously, on the successful use of the drug in 
human dermatomycoses. H. Blank, J. Graham Smith, jr., 
F. J. Roth and N. Zaias* have recently given a -detailed 
account of the use of the drug in the treatment of 200 
patients with dermatophytic fungal infection in various 
parts of the body. It appears that the dosage and the 
length of treatment depend more on the sites of the in- 
fection than on the nature of the fungus, whether Micro- 
sporum, Epidermophyton or Trichophyton. Infections 
with Candida albicans (Monilia) are not affected by the 
drug, even in large doses, nor are the deep systemic 
fungous or bacterial infections. The effective dosage for 
adults has been found by Blank and his colleagues to 
vary between 0-5 and 1:0 gramme per day given by mouth. 
No patient in this series required for than 1:0 gramme 
per day. When lesions involve only the skin and not 
the nails, palms or soles, treatment for about three weeks 
is usually adequate. Lesions of the feet and hands must 
be diagnosed with great care, for patients with non- 
mycotic eczematous eruptions or moniliasis will not 
respond to this treatment, and a long period of useless 
treatment can be given. No significant toxicity has yet 
been shown for griseofulvin. Loose stools and headaches 
sometimes appear, but these complications are not severe. 
The mechanism of griseofulvin treatment is fungistatic, 
so long-term treatment is necessary to remove all infected 
structures. In a few cases relapses occurred after 
apparently successful treatment, but the reinfection was 
always at the site of the original lesion, and a further 
course of treatment cured the condition. 

Blank and his colleagues recommend a dose of 1:0 
gramme per day until clearing has occurred—about three 
weeks for skin lesions, four to six weeks for foot and 
hand lesions, three weeks for Microsporum infections of 
the scalp, six weeks for non-fluorescent infections of the 
scalp, four months for lesions of finger nails and six 
months for lesions of toe nails. 


C. S. MeCuistion, jr., M. G. Lawlis and B. B. Gonzales‘ 
treated 32 patients with ringworm, mostly on the scalp, 
with the same dosage as given by .Blank and his 
colleagues. Treatment was successful for all patients 
except one, a woman who refused to cut her hair. 

A symposium on griseofulvin was held in Miami in 
October, 1959.5 Interested people from many countries 
were present, and 32 papers were given. The unanimous 
conclusion was that this antibiotic was remarkably effec- 
tive against the superficial mycoses with the exception 
of Candida albicans (Monilia) infection and deep systemic 
fungal infections. As the chemical constitution of griseo- 
fulvin is known, it may be possible later to produce an 
altered substance which will be effective in infections with 
Candida and in the deep systemic fungal infections. Mean- 
while an extremely useful drug has appeared, which must 
be treated still as in the experimental stage, in so far as 
the patient has to be closely watched for possible ill effects. 


THE EFFECT OF SMALL DOSES OF ALCOHOL. 


THE report of the British Medical Association’s Special 
Committee on alcohol and road accidents, which was the 
subject of a recent leading article in this Journal,’ 
followed closely on the publication of a report by the 
Medical Research Council on the “Effect of Small Doses of 
Alcohol on a Skill Resembling Driving’. The two reports 


8 J.A.M.A., 1959, 171: 2168 (December 19). 

4J.A.M.A., 1959, p. 2174 (December 19). 

5 Canad. M. A. J., 1959, p. 1029 (December 15). 

1Mep. J. Aust., 1960, 1: 299 (February 20). 

2“E}ffect of Small Doses of Alcohol on a Skill Resembling 
Driving”, by G. C. Drew, M.A., W. P. Colquhoun, M.A. « : 
and Hazel A. Long, B.Sc.; Privy Council, Medical Research 
Council Memorandum, No. 38; 1959. London: Her Majesty’s 
banc ek}. 93” x 6”, pp. 114, with many tables. Price: 
s. 6d. 


are to a considerable extent complementary, and though 
their publication is more or less simultaneous, the results 
of the Medical Research Council’s investigations were 
available to the B.M.A. Committee during the latter part 
of their deliberations, as a summary of the main findings 
was published towards the end of 1958. However, anyone 
wishing to make himself really conversant with the subject 
should study the Medical Research Council’s final report, 
in which the experiments are described in detail, together 
with a survey of earlier work on the physiological effects 
of alcohol and its influence on behaviour. The results of 
these experiments are summarized in the abridged version 
of the Special B.M.A. Committee’s report,‘ so it is not 
necessary to describe them again here, beyond reminding 
the reader that they were tests carried out on 40 volunteers 
using a “Miles Motor Driving Trainer”, after the volun- 
teers had consumed various doses of alcohol; these doses 
were calculated to produce peak blood alcohol levels of 
from 20 to 80 mg. per 100 ml.; the latter dose corresponds 
to 5 oz. of whisky for an eleven-stone adult. At would be 
expected, these experiments were carefully planned, the 
results are statistically sound, and few impartial observers 
would fail to agree that the conclusions drawn from them 
are fully applicable to drivers of vehicles in normal traffic. 
An appendix presents an evaluation of urine and breath 
analysis in the estimation of blood alcohol content; of 
the three different makes of instrument for breath 
analysis tested, two were found to give readings in 
close agreement with those obtained from direct blood 
analysis. There is also a greatly expanded list of 
references. 

This report is likely to remain one of the principal 
original sources of accurate information on the effects of 
small doses of alcohol for many years to come, and as 
such will inevitably be frequently quoted. 


PLAGUE AND CHOLERA IN 1959. 


REceNT advice from the World Health Organization 
states that the world incidence of human plague in 1959 
was as low as in 1958; less than 300 cases were officially 
reported in ten countries of Africa, America and Asia 
(outside continental China). The occurrence of “acci- 
dental” single cases (in the United States of America 
and Madagascar) and of small foci in areas which were 
apparently free from human cases_for one or more years 
(in Northern India and in the Union of South Africa) 
indicates that the infection is still maintained among 
rodents in wide areas of the three continents. No cases 
of plague were reported in ports, and the disease was 
present in towns only in Burma. The _last-mentioned 
country notified the highest number of cases of human 
plague; of the 98 cases reported during the year 36 
occurred in four inland urban areas. In India plague was 
apparently present only in two districts of the southern 
part of the country; in the north an outbreak (with 15 
cases) was reported in a remote mountain area of 
Himachal Pradesh, a State which had apparently been 
free from plague for the past nine years. In Indonesia the 
presence of plague (with about 20 deaths) was reported 
in the endemic area of central Java—in the Bojolali 
Regency in March and in the Magelang and Wonosobo 
Regencies in December. The presence of plague among 
rodents was notified during the year in three continents: 
in the Belgian Congo and Kenya in Africa; in the United 
States of America; and, in Asia, in India (Himachal 
Pradesh), in Indonesia (Central Java) and in the town 
of Hamadan of Iran. 

The incidence of cholera in 1959 was unusually low in 
India and, in spite of its presence in Thailand and of a 
considerable rise of the incidence in East Pakistan during 
October and November, less than 42,000 cases were officially 
reported in Asia, as compared with about 95,000 in 1958 
and 64,000 in 1957. 


8 Brit. med. J., 1958, 2:993 (October 25). 
4 Brit. med. J., 1960, 1: 269 (January 23). 
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Abstracts from Bedical 
Literature. 


ORTHOPEDICS. 


Accident Services in Great Britain. 


N. CarEner (J. Bone Jt Surg., August, 
1959), in an editorial comment, states 
that there is growing dissatisfaction 
with the state of services available for 
the treatment of injured people and 
draws attention to the “ Memorandum 
on Accident Services, 1959” published 
in the same issue under the authorit 
of the Executive Committee of the Briti 
Orthopedic Association. He states that 
the prevention of accidents and the 
treatment of the injured are one of the 
greatest of medical problems not only in 
Britain but in other parts of the world. 
The difficulties arise in having too many 
rather than too few hospitals. The small 
hospital cannot satisfactorily equip a 
24-hour service. The service should be 
concentrated in designated general 
hospitals with proper staff and equipment 
to provide service with every necessary 
specialist; available at any hour of the 
day or night. Buildings should be 
designed with the purpose of receiving 
and treating injured people. Minor 
injuries cannot be dismissed as suitable 
for treatment in any other kind of hospital 
unit. Smaller peripheral units could be 
integrated with the main accident service. 
Rehabilitation depends on the standard 
of initial treatment, which is the most 
important single stage. Teaching in 
accident surgery requires much greater 
attention in the curriculum of medical 
schools. 


Spondylolysis. 

H. Natuan (J. Bone Jt Surg., March, 
1959) considers a large series of skeletons 
of which spondylolysis occurred in about 
5%. The author considers there is 
reason to believe that the defect of the 
isthmus between the superior and inferior 
articular facets is produced by a pincer- 
like effect on the isthmus by these articular 
a He also considers prespondy- 
lolysis as occurring when the division of 
the isthmus is incomplete. A smaller 
perce! of cases of spondylolysis did 
not show this relationship and these 
were classified ‘as atypical. 


Vertebral Osteotomy for Ankylosing 
Spondylitis. 

J.-J. Herpert (J. Bone Jt Surg., 
March, 1959) notes that he reported his 
early cases of vertebral osteotomy for 
ankylosing spondylitis in 1947 and 
described the method of total osteotomy 
of the spine. He gives Smith-Petersen 
the credit for the first successful operation, 
about 1945. He states that osteotomy 
can be performed in the lumbar or the 
cervical region. Osteotomy in the thoracic 
region is unlikely to achieve such correc- 
tion and is dangerous. Operation can 
be performed in two stages to effect 
complete correction. Division of the 
neural arch may be sufficient if the 
ossification of the anterior longitudinal 
ligament is incomplete and can be ruptured 
spontaneously after the osteotomy of the 
posterior elements. These two stages 


are fully described in the article. After 
the first stage correction is achieved 
gradually after return to the ward. 
Similarly, after cervical osteotomy correc- 
tion is achieved by means of a turn-buckle 
headpiece designed by Urist. These 
operative procedures may be supple- 
mented by bone grafting and occasionally 
by arthroplasty of one or both hips in 
conjunction with the vertebral osteotomy 
to obtain maximum correction. The 
author considers the complications he 
had after performing some fifty 
of these osteotomies. Spinal cord com- 
pression has occurred but has not been 
serious except in one or two patients. 


Derangements of the Medial 
Meniscus. 


A. J. Hetrret (J. Bone Jt Surg., 
May, 1959) discusses the mechanism of 
derangements of the medial meniscus 
with special reference to the anatomy of 
the knee joint and to changes in this 
anatomy after injury. He also discusses 
details of the clinical signs of varying 
injuries and their management. He 
thinks that the rotation movement of 
the tibia on the lower end of the femur 
is the key to the understanding of the 
mechanism of derangements within the 
knee. He notes that this rotation is a 
continuous synchronous motion through- 
out the whole range of flexion-extension 
movement of the knee. This winding 
amounts to about half the width of the 
patella. He believes that forceful flexing 
of the knee without rotation or rotation 
without flexing or extending the knee 
leads to tears of the menisci. He notes 
the close relationship between the cruciate 
ligaments and the medial and lateral 
menisci. He considers that the cruciate 
ligaments and the menisci add together 
in controlling and directing this rotatory 
locking movement of the tibia on the 
femur during extension and flexion. He 
notes that the patella smoothly follows 
this outward rotation of the tibial tubercle 
during extension, the pressure being taken 
on the medial articular surface. In 
disturbances of this rotation movement 
there is an increase in pressure on the 
medial articular surface which often results 
in erosion of the undersurface of the 
patella. This is different from the erosion 
which occurs on the lateral articular 
surface of the patella during recurrent 
dislocations. He lists two main types of 
violence : (i) flexion of the knee when the 
foot is fixed and body falling prevents 
the normal tibial rotation ; (ii) rotation 
of the tibia when the knee is flexed, which 
might occur in the squatting position 
often used by miners. Two main types 
of injury occur: (i) a retraction of the 
anterior horn, and (ii) a bow-string or 
bucket-handle type of tear, which he 
considers to be the more common. The 
author notes that with the bow-string 
type of injury an erosion is likely to occur 
on the intercondylar surface of the medial 
articular surface of the femur. The 
retracted cartilage is likely to erode the 
anterior medial surface of the medial 
femoral condyle. Certain features which 
fit in with this particular theory of the 
pathology of the meniscus injury are 
stressed. Lack of extension will occur if 
the last few degrees of rotation are 
prevented by a thickened anterior horn 
or by a bow-string injury. Flexion of 


the knee usually relieves symptoms unless 
there is swelling of the joint, in which 
case increase in tension produces 
symptoms. Tenderness is usually present 
over the tear, if anterior, in the anterior 
portion of the joint, if posterior, in the 
posterior part of the joint, or in the case of 
a bow string injury, both anteriorly and 
posteriorly. In discussing the treatment 
the author remarks that the removal of 
the cartilage allows the normal rotating 
mechanism to carry on, and the function 
of the joint is restored. The pressure and 
irritation on the articulating surfaces 
are removed and the development of 
arthritis is prevented. 


Congenital Dislocation of the Hip. 


“I. V. Ponsett anp E. R. FRicERIo 
(J. Bone Jt Surg., July, 1959) discuss 
the results of their treatment of congenital 
dislocations of the hip. The patients were 
treated by manipulation under general 
anesthesia, immobilized in a plaster 
cast in the “first position” (classical 
position) usually for three months, then 
in the “ second position ’’ (abduction and 
internal rotation) in a plaster cast for 
six to eight weeks ; this was followed by a 
prolonged period of functional after- 
treatment, with the use of an abduction 
bar with footplates to prevent external 
rotation. The authors treated very few of 
their patients by open surgery. They 
found no proof that open reduction as 
advocated by Somerville and Scott to 
remove the limbus was necessary, although 
they suggest that the follow-up of this 
operation should be longer before its 
value could be judged. The authors 
considered that rotation osteotomy to 
correct antiversion perhaps prevented 
subluxation in a few cases. They state 
that their results showed that closed 
reduction followed by carefully controlled 
treatment gave good anatomical results 
in all patients initially treated before the 
age of one year, in 78% of the patients 
initially treated between the ages of one 
and two years, and in 57% of children 
over two years of age. A high percentage 
of hip dysplasia occurred and also of 
subluxation in the older children, thus 
illustrating the importance of early 
treatment. 


Giant-Cell Tumour of Bone. 

E. W. Jounson anp D. C. DAHLIN 
(J. Bone Jt Surg., July, 1959) discuss the 
treatment of giant-cell tumour of bone 
on the basis of 116 consecutive case 
reports from the files of the Mayo Clinic. 
Variants of giant-cell tumour were care- 
fully excluded, Patients were 
into five categories, according to 
treatment given, as follows: (i) alae 
treated by curettage (71); (ii) patients 
treated by excision, the entire tumour 
being removed, with its encasing shell of 
bone (14); (iii) patients treated by 


' radiation (13); (iv) patients treated by 


amputation (16); (v) two patients who 
received none of these treatments. In 
commenting on the results of treatment, 
the authors remark that the longer they 
follow their cases of giant-cell tumour, 
the higher the rates of recurrence and 
malignant transformation become, and 
that conclusions based on short follow-up 
periods are therefore invalid. They quote 
a case described by another author in 
which sarcoma developed at the site of a 
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giant-cell tumour 23 years after therapy 
which included irradiation, and cite a 
similar case in their own series in which 
the latent interval was 14 years. They 
conclude that curettage is not the ideal 
treatment for giant-cell tumour. In 30% 
of their patients treated by this method 
recurrences developed within one year 
after treatment, and after five years this 
percentage had risen to 54. In 10 of 
their patients sarcoma developed after 
treatment of giant-cell tumours which 
were originally no more anaplastic than 
any others. Radiation therapy alone 
was not successful in any of the 13 cases 
in which it was the only treatment, and 
the rate of recurrence after tumours 
treated by curettage combined with 
radiation was the same as that for tumours 
treated by curettage alone. The authors 
state that their experience agrees with 
that of others in indicating that radiation 
therapy may influence the genesis of 
sarcoma secondary to giant-cell tumour, 
and they consider that radiation should 
be employed only for giant-cell tumours 
inaccessible for adequate surgical treat- 
ment. They state that, with aggressive 
surgery, 79% of the tumours in their 
series could have been excised. They 
conclude by stating that their observations 
confirm the finding of others that excision 
is the one successful treatment for these 
tumours. 


Treatment of Mallet Finger. 


W. A. T. Ross (J. Bone Jt Surg., 
August, 1959) reports on an investigation 
into the results of treatment in 75 patients 
who suffered mallet r injuries and 
attended the Surgical Outpatients’ Depart- 
ment of the Royal Edinburgh Infirmary 
during 1952-1954. Fifty-nine patients 
were treated by immobilization in plaster 
in the orthodox method, that is, by 
flexion of the proximal interphalangeal 
joint and extension of the distal inter- 
phalangeal joint. The author considers 
that this treatment has very lituie effect on 
the ultimate outcome. He notes that those 
patients who were treated with this form 
of splinting almost always removed the 
splinting, but that only two or three 
patients complained of any disability at 
the time of review. They usually had 
pain and discomfort for some months 
after the time of injury, but a slow. 
improvement occurred. In a high per- 
centage of cases this functional improve- 

ment was associated with almost normal 
anatomical range of movement. There 
was no real difference whether an 
associated fracture was present or not. 
He advises that the finger should be 
simply treated by strapping on a straight 
spatula splint until the initial discomfort 
of the injury subsides. This form of 
treatment is devoid of the risk of pressure 
sores and is being used in his department. 


PHYSICAL MEDICINE AND 
REHABILITATION. 


A Reaction of Degeneration 
Scanner. 


A. J. HeaTeer anv M. A. Apostotico, 
gr (Arch. phys. Med., August, 1959) 
describe a simplified portable compact 
reaction of degeneration scanner. 


instrument is 6 in. long, 2-5in. high and 
3-5in. wide. The electrical character- 
istics are discussed in detail. The authors 
state that the apparatus provides a quick 
bedside method of detecting peripheral 
nerve lesions. The development of the 
scanner emphasizes the advantages of 
cooperation between electronics engineers 
and physicians in designing and testing 
new and improved equipment. 


Radiological of Cervical 
Trauma. 


M. S. AsBet (Arch. phys. Med., 
September, 1959) states that the routine 
X-ray views of the cervical part of the 
spine are of little help in the proper 
evaluation of patients with relatively 
minor injuries of the cervical part of the 
spine (whiplash injuries, etc.). He has 
carried out anatomicai studies on the 
spines of cadavers, in which metallic 
markers were used to determine better 
the visualization of the smaller elements 
of the cervical vertebre. He states that 
these elements are easily and frequently 
fractured by whiplash and other injuries. 
The symptomatology is variable, both 
immediately after the injury and some 
years later. Painstaking radiological 
examination of the cervical part of the 
spine, including additional specialized 
views, frequently demonstrates these 
lesions, which are not usually seen on 
routine views. Lateral mass lesions have 
characteristic deformities, which may 
serve as foci of hypertrophic change 
involving the apophyseal joints and the 
joints of Luschka. The author discusses 
in detail the views that he recommends. 


Intensive Physical and Occupational 
Therapy in Cerebral Palsy. 

A. J. IncRam et alii (Arch. phys. Med., 
October, 1959) have studied the progress 
of 60 cerebral palsied children subjected 
to an intensive programme of physical 
and occupational therapy at the Crippled 
Children’s Hospital School, Memphis, 
Tennessee. The tests were based on a 
developmental scale of motor and social 
performance which has been in use for 
seven years; some improvements may 
be made in the test. The authors state 
that it appears to be useful and informative 
in helping to solve two _ problems: 
(i) which patients can be most profitably 
selected for admission to the hospital’s 
limited facilities for the treatment of 
cerebral palsy; (ii) how to measure 
objectively the patient’s progress, In 
some instances also the test suggested less 
conservative forms of treatment than 
those to which the study was limited. 
Twelve of the patients showed no improve- 
ment ; most of these 12 had been admitted 
to the hospital on trial, and when they 
failed to respond to treatment they were 
dismissed. Eight other children showed 
some improvement in motor and social 
development, but the extent and degree 
of their handicaps were. so great that 
motor or social independence apparently 
could not be developed with the con- 
servative treatment available at present. 
Forty children experienced significant 
improvement; all were aged between 
two and six and a half years, the average 
age being about three and a half years. 
All children whose intelligence quotient 
was 90 or over were improved. Of the 
60 children, 28 had an intelligence quotient 


below 70; of these 28, 14 were also 
significantly improved. Patients with a 
past history of an isolated convulsive 
disturbance were not handicapped by it 
during treatment; but of the nine 
patients who suffered from habitual 
convulsive disturbances during treatment 
only two were significantly improved. 
In no child with an initial motor or social 
quotient of 15 or less was significant 
improvement noted. Children who did 
improve had an initial motor quotient of 
approximately 25, and an initial social 
quotient of approximately 40. Those who 
improved gained new motor and social 
skills between two and a half and three 
times as rapidly as before treatment. 
Forty of the children were followed after 
their discharge from hospital for periods 
averaging 38 months. In general, those 
who failed to improve under treatment 
have shown little improvement since their 
discharge from hospital; those who 
improved under treatment ‘have generally 
continued to develop at the same rate as 
existed prior to their admission. 


Energy Expenditure During 
Ambulation. 

G. Barp anp H. J. Rauston (Arch. 
phys. Med., October, 1959) describe a 
method for presenting the results of ener, 
measurements in the ambulation of bot 
normal and disabled subjects. They show 
that the energy curves calculated as 
calories per metre walked per kilogram 
of body weight are a most instructive 
form for the presentation of energy data. 
They may be used for comparing one 
subject with another, or for comparing 
the performances of the same subject 
using a variety of types of assistive 
devices. The authors provide and discuss 
illustrative examples drawn from normal 
subjects, above-knee amputees and hemi- 
plegics. 

Head, Neck and Arm Symptoms 

following Neck Injuries. 

D. Rustin (Arch. phys. Med., September, 
1959) states that the combination of an 
intensive physiotherapeutic programme, 
medication, reassurance and early return 
to activity, has resulted in gratifying 
and rapid relief of head, neck and arm 
symptoms - following whiplash neck 
injuries. He outlines a regimen which 
emphasizes the importance of physical 
and mental mobilization, rather than the 
too frequently employed physical and 
mental immobilization symbolized by the 
cervical collar and treatment in hospital. 


Normal Range of Motion in the 
Neck. 


C. A. Buck et alii (Arch. phys. Med., 
September, 1959) present the results of a 
study of the normal range of motion in the 
neck by means of a bubble goniometer. 
They state that there is a clinical need 
for a standard for the normal range of 
motion. Much more work must be done 
to establish such a standard, even for a 
small age group such as that used in 
their study. (Their subjects were men and 
women students, aged 18 to 23 years.) 
For such a standard to be clinically 
useful, an accurate and reliable, yet 
relatively simple, means of measurement 
is needed. They describe the methods 
which they have used, and state that they 
may fill this need. Further work along 
these lines is required. 
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ECoucation. 


PLANNING THE FUTURE IN MEDICAL PRACTICE: 
AN EXPERIMENT IN MEDICAL EDUCATION. 


THE year or two after graduation is a critical period in 
the young doctor’s life. His formal medical education is 
behind him; but his final preparation for life as a medical 
practitioner must now be undertaken, and his success or 
failure in whatever field of practice he chooses to enter 
will depend on what happens to him during this time. 
He is left to make up his own mind, usually with very 
little help or guidance. He often receives very little 
further formal education, even if he remains in his own 
teaching hospital as a junior resident; and in some places 
he is discouraged from continuing his education, it being 
made plain to him that he is there to serve the hospital, 
where the hours of work may be so long that further 
study is impossible. . 


Many a doctor will say that his year of hospital 
residence was the best year of his life; but if he is 
asked to make a critical appraisal in terms of things 
learnt and advice given him, and whether in fact this has 
really been a satisfactory preparation for practice, his 
replies will usually be a little uncertain. Perhaps refiection 
might suggest to him that this was the best year of his 
life because, for the first time in a decade, nobody has 
tried to teach him anything. = 


In May, 1958, the Professor of Medicine in the University 
of Adelaide (Professor H. N. Robson) suggested to some 
representatives of the Australian College of General 
Practitioners that the College could make a _ valuable 
contribution to medical education at this level. The 
suggestion was received with alacrity, and the decision 
was made to meet junior hospital medical staff, especially 
those in the pre-registration year of hospital residence. 
Representatives of the British Medical Association and 
the Post-Graduate Committee in Medicine of the University 
of Adelaide were invited to take part in these meetings, 
which, it was emphasized, would be entirely informal, so 
that the young graduates could talk about their problems 
in as free-and-easy and friendly a way as possible. The 
method of education thus employed could be called open 
seminar or group discussion technique; but if such terms 
are used, they may a a greater degree of formality 
than in fact has exis’ 

The meetings so “ne have been held in the common- 
rooms of the Adelaide Children’s Hospital, the Royal 
Adelaide Hospital and the Queen Elizabeth Hospital. Each 
has been attended by the President of the South Australian 
Branch of the British Medical Association, or his nominee, 
by one or two representatives of the Post-Graduate 
Committee in Medicine (usually a young physician and a 
young surgeon), and by two or three representatives of 
the Australian College of General Practitioners. This 
constitutes the “panel” and at each session, between six 
and twelve young graduates have been present to ask 
questions of this panel. It has been found, as the evening 
progresses and tongues are loosened, that the young 
graduates are able to contribute actively to the discussion, 
the value of which has undoubtedly been greatly enhanced 
thereby. 

In selecting the panel, the emphasis has been kept as 
far as possible on youth, partly because it was felt that 
the presence of too many elder statesmen of the profession 
might inhibit free discussion, and partly use the 
residents themselves requested it; they wanted to hear 
how the problems of entry into practice had been faced 
by men of their own generation, rather than by men 
perhaps a quarter of a century before them. This seems 
to some of the younger members of the panel to be a 
particularly important point in the planning of these 
functions. The best results may perhaps be expected from 
that vintage which has matured for between seven and 
seventeen years, with one seasoned veteran whose weight 
of years and experience has not yet induced too. advanced 
a state of loquacious reminiscence. 


The following range of topics, based on an outline of 
lectures given to hospital residents by the Post-Graduate 
Committee in Medicine in the University of Sydney, is that 
which the members of the panel felt competent‘ to discuss; 
but, as will be described, the discussion was not in fact 
confined within this range. 


Educational: 


Study at home, interstate, or abroad. 


Finance—scholarships, etc. 
‘ost-graduate education 
practice. 


for general and for 


Professional: 


1. Careers in medicine: academic and research. work; 

armed forces and government medical services; general 

practice practice; hospital practice, adminis- 
or clinical 

2. General “locums” and assistantships; 

, acquiring practices; partnerships and group 

practices; mechanics of practice, such as book-keeping. 


3. Ancillary medical services: nursing services and 
private hospitals; social services and welfare; psycho- 
logists, physiotherapists; rehabilitation services. 


4. “Nationalized’” medical services: prescribing under 
the Pharmaceutical Benefits Act; repatriation and 
pensioner medical schemes. 


Economics of Private Practice: 


Young practitioners’ problems: home, car, and other 
essentials; insurance; education of children. 


Middle life, later life, and planning for retirement. 


No detailed record has been kept of the proceedings at 
these meetings, but in any case it is not thought that they 
can be fully evaluated until they have been held for 
several more years. They are reported at this stage 
because all who have taken part in them are convinced 
that they represent a valuable contribution to medical 
education at this previously neglected level. Graduates 
in medicine are often entirely ignorant of the activities 
of practising doctors in the world at large outside the 
medical school. If these discussions throw light on the 
dark places, they are worth while. Interested parties in 
other places may wish to adopt a similar system. 


Perhaps a majority of the junior graduates who have 
attended have the ultimate intention of entering general 
practice. Certainly most of the questions asked have been 
about general practice, but this may be because it is 
known that the Australian College of General Practitioners 
has taken the initiative, and provides enthusiastic and 
approachable delegates to the meetings. It may also be 
because there is almost no other time during the medical 
course or during the period of hospital residence when 
young doctors in training have the opportunity to meet 
and talk to general practitioners; on the other hand, they 
have plenty of opportunities to discuss their future in a 
specialty with any of the hundred and one 2 with 
whom they come in contact in the hospital wards. 


Taken as a whole, the talks have covered almost all 
the topics listed above; but it has been found that however 
the current of question and answer has flowed, several 
themes have recurred, and several conclusions have been 
reached at each of the meetings so far held. It seems 
probable that these will become perennial topics of con- 
versation. They are, in fact, topics of conversation that 
are probably common to hospital residents everywhere. 


Conclusions. 


Almost complete unanimity has been reached regarding 
the ideal programme of hospital training that should 
precede entry into any form of medical practice. This 
ideal, at present unattainable except by a favoured few, 
is a rotating internship of two years (some have suggested 
three years), to include general medicine, general surgery, 

pediatric medicine and surgery 
nose and throat surgery), casualty duty 
and anesthetics. A roster along these lines should be 
made available to as many graduates as is humanly 
possible. It has been suggested that hospitals have an 
obligation to give a satisfactory training to their junior 
resident staff, as well as an obligation to provide a service 
to the patients. Some hospitals fail to honour the former 
obligation. It has also been remarked that if hospitals 
seek to encourage young graduates to remain in residence 
for the time needed to get this ning, a more realistic 
approach to the matter of salaries is needed. Another 
recurring suggestion has been that both the young 
graduate and his senior colleague in general practice 
would benefit greatly if the second-year roster included a 
period of three months as a locum tenens or assistant 
(preferably the latter) in a general practice. This would 
be of special value to the man embarking on a specialist 
eareer, since it would probably provide his only experience 
of general practice. 


Nowadays, when hospitals are crowded with a heirarchy 
of trainee registrars, some junior residents complain that 
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they are edged out of the picture when it comes to getting 
practical experience at the numerous procedures whose 
mastery is a prerequisite of good general practice. If this 
is in fact the case, it is a state of affairs that needs to be 
corrected. Many young graduates have expressed diffidence 
at entering general practice, especially in the country, 
without resident hospital experience in all the specialties, 
notably obstetrics and gynecology, and ear, nose and 
throat surgery. Because of the impossibility of getting an 
adequate training in all the branches of the science and 
art of medicine and surgery without devoting many 
post-graduate years to it, most members of the panel 
have held that those intending to enter general practice 
should. be advised to do so after about two years of 
residence in hospitals. Such deficiencies as remain can best 
be remedied after entry into general practice—preferably 
as a trainee assistant—by reference to senior colleagues 
and consultants for help and advice, and by attendance at 
post-graduate refresher courses. 


A foreboding of lowered socio-economic status in general 
practice, should the medical profession be “nationalized” 
after the British pattern, is common to most young 
graduates, and may help to dissuade some from: entering 
general practice. Such fears are usually stilled by reasoned 
argument. Political indoctrination should not be a function 
of these meetings, and as far as possible the political 
aspects of medical practice have been avoided in the 
discussions. 


Probably the next most popular subject at these meetings 
has been the nature and method of preparation for a 
specialist career. 


Here there has been a definite cleavage of opinion 
between the older general practitioners on the one hand, 
and the younger specialists on the other, regarding the 
desirability of doing some general practice as part of the 
training for a career as a consultant. Accordingly the 
panel has been able to place before the young graduates 
two alternative points of view, rather than a clear-cut 
didactic statement of the better policy. 


On the one hand are those who say that human problems 
can never be fully understood without that insight which 
comes from having been a family doctor, with the ready 
access to home environment and family circle and the 
long-term observation of patients that this implies. More- 
over, there is a wide range of important and common 
medical problems never seen at all within hospital walls. 
The opposite view, taken by most younger specialists, has 
been that the training of a consultant physician or surgeon 
is long and arduous, and demands whole-hearted applica- 
tion from the time of graduation. In addition to this, the 
point is made that a careful history, taken at leisure by a 
consultant, will often reveal facets of the patient’s life 
and character that have passed unnoticed by the family 
doctor, for all his more personal acquaintance with his 
patients. On the other hand, the general practitioners 
will retort that there are many consultants, often the most 
eminent in the land, who were formerly general prac- 
titioners. The argument can become interminable, but at 
all events it places before the young graduates two 
refreshingly different attitudes, even though the decisions 
these young men reach in planning their future may 
neither be helped by the argument, nor will in time help 


to resolve it. Obviously there is merit on both sides. 


There has also been a good opportunity to air the 
differences of opinion about where post-graduate training 
for a specialist career should be undertaken, whether at 
home or abroad. All are agreed that overseas experience 
at some stage is essential. Whether this should be obtained 
early, or after the acquisitfon of higher qualifications, is 
an open question. It must depend to some extent on the 
special subject concerned, but the latter opinion is 
probably the prevailing one: certainly the status conferred 
by a senior qualification helps to secure opportunities for 
the best specialized experience available abroad, especially 
in the United Kingdom. Most members of the panel agreed 
that the United Kingdom, whence stems most of the 
medical tradition of this country, offers better opportunities 
for post-graduate training and experience than does the 
United States of America. Certainly the quality of the 
teaching in the formal post-graduate courses for higher 
medical and surgical qualifications in the United Kingdom 
is unsurpassed. On the other hand, those who have worked 
in specialized units in some of the medical centres in the 
United States have reported on their experience in the 
most glowing terms. 

Some of the questions and comments of the hospital 
residents have implied a belief in the innate inferiority of 
general practice, especially metropolitan general practice. 
The general practitioner representatives on the panel have 


been able to make it clear that this is far from the truth. 
It is obvious that this belief springs from ignorance of 
the nature of general practice, and it underlines again 
the need for contact between medical students and general 
practitioners. Most of the young graduates have, as 
students, taken part in the Adelaide Medical School’s 
holiday programme of “apprenticeship” to general prac- 
titioners and several have volunteered the opinion that a 
fortnight is not nearly long enough. This has been their 
only contact with general practice, a period of time long 
enough only to emphasize the vast differences between 
hospital and general practice. There has been no time to 
discover the demands that are made on the family doctor’s 
intellectual resources, or to realize that this, too, is an 
academic discipline at least as taxing as specialized surgery 
or medicine. It is at least as important for the general 
practitioner as it is for the specialist to continue his 
medical education for the whole of his practising life. 
The ways in which he may do this have been discussed 
at every meeting. Apart from the lessons of (sometimes 
bitter) experience, and discussions with colleagues, regular 
attendance at medical meetings and regular reading of 
medical journals is essential. The value of “journal clubs’ 
has been mentioned. Even the busiest practitioner should 
find time to read the occasional monograph on some 
subject of special interest to him. Finally there are 
medical congresses and post-graduate refresher courses 
to be attended from time to time. 


A few of the young graduates have asked for practical 
details about the equipping and running of a general 
practice. They have been invited to visit a practice to 
see for themselves how the consulting room is equipped 
and run, and how the medical records and the financial 
records are kept. It has been made clear that the former 
of these is more important. It is hard to talk about 
attitudes to the practice of medicine without beginning 
to sound a little priggish, and certainly no amount of 
talking can make the leopard change his spots; but it is 
hoped that the contentment of the man who maintains the 
highest possible professional standards and good relations 
with his colleagues will be apparent, and will set an 
example that will be followed by those coming on behind. 


It is the opinion of the general practitioners on the 
panel that there is a need for general practice training 
units—whether they are solo practices, partnerships, or 
group practices—where, as a planned activity, systematic 
training could be given to assistants, in order better to 
fit them for life as general practitioners. This is in 
accord with the view that general practice is an academic 
discipline in its own right, and requires a training at least 
as thorough as that required for a career in any other 
form of medical practice. General practice is likely always 
to remain the first point of contact between doctors and 
disease, and it therefore seems strange that general prac- 
titioners should have so little say in the training of 
doctors. The establishment of general practice training 
units would help to make up for this defect in the under- 
graduate medical course. There are other very useful 
activities that could be undertaken by such units: they 
could serve as centres for the study of the many diseases 
that are never seen in hospital practice, and seldom seen 
in private consulting practice; and they could help to 
coordinate the work of the practitioners who from time to 
time have been, and will be again in the future asked to 
take part in epidemiological and other investigations. In 
these ways general practice may enhance its academic 
status, and enjoy again the respect it held until a 
generation ago. 


Summary. 


An experiment in medical education at the graduate 
level is described. This took the form of discussions 
between established practitioners and _ pre-registration 


hospital residents on the theme of planning the future in 
medical practice. All who have taken part consider that 
the experiment has been successful. 

The * discussions have led to several conclusions, as 
follow: 

1: A two-year rotating internship provides the best 


basic training for any form of medical practice, whether 
general or specialized. Such a training should be readily 


available to as many graduates as possible. 

2. Some time in general practice is desirable as part of 
the preparation for a career in any form of medical 
practice. 

3. Medical students and new graduates often have pre- 
conceived and false ideas about the nature of general 


practice, mainly because they rarely meet general prac- 
titioners during their training. 
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4, There is a need for Mange! practice training units, 
specially geared for teaching and research. 
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British Wedical Association. 


NEW SOUTH WALES BRANCH: SCIENTIFIC. 


A meeting of the New South Wales Branch of the 
British Medical Association was held on September 24, 


1959, at Sydney Hospital. The meeting took the form of a 


series of clinical demonstrations by members of the 
honorary medical staff of the hospital 


Breast Disorders. 


Dr. J. M. Yeates showed a series of patients to illustrate 
various disorders of the breast. 


Sclerosing Adenosis. 
The first patient was a woman, aged 41 years, who had 


noticed two lumps in her right breast one week before 
attending the breast clinic. She was naturally fearful, 


because both her mother and grandmother had died from 


breast. cancer. Biopsy showed that the larger lump was 


sclerosing adenosis in the florid stage, and the smaller 
lump a fibroadenoma. Dr. Yeates said that although 
adenosis mimicked carcinoma very closely, it was usually 
not considered pre-malignant. The patient’s family history 
demanded that the follow-up investigation be especially 


Fibrous Disease. 


Dr. Yeates’ second patient was a woman, aged 45 years, 
who complained of a vague swelling of the left breast 
present for seven years. Examination showed that in both 
breasts there was a large drea of induration, 5 cm. in 
diameter, just above the areola. The left breast was a 
little distorted and the nipple was raised 3 cm., those 
features being a little disturbing. Biopsy of the left breast 
showed that the lesion was the uncommon type of 
mastopathy in which the epithelial and cystic elements 
‘were minimal but the fibrosis was marked. 


Paget’s Carcinoma. 


Dr. Yeates next showed a woman, aged 33 years, who 
had noticed a “chafing” of the left ‘nipple po she was 
six months pregnant in December, 1958. That impressed 
her local medical adviser as being a minor complication of 
impending lactation; but simple local applications failed 
to heal the lesion, which was still present when the child 
was born on March 4, 1959. The patient was referred to 
the breast clinic on April 1. The infant had sucked only 
at the right nipple Sor a few days, when it was weaned 
and lactation was ppressed by stilbcestrol. Examination 
of the breast saewek that the left nipple was almost 
replaced by an eroded area 8 mm. in diameter. There was 
also an indurated mass measuring about 4 by 2-cm. above 
the areola. The left axillary nodes were just palpable. 
Paget's carcinoma was diagnosed, and radical mastectomy 
was performed after the diagnosis had been confirmed by 
examination of frozen sections. The pathologist found 
much intraduct carcinoma, with extension into the stroma, 
an area of scirrhous carcinoma and one axillary lymph 
node involved. Dr. Yeates said that at the time of the 
meeting, six months after operation, there was no sugges- 
tion of recurrence, and he felt a little hopeful that the 
enormous stimulus of pregnancy and early lactation was 
less baneful in that form of carcinoma than in the more 
common type. The patient had declined radiotherapy. 


Involutional Gynecomastia. 


Dr. Yeates then showed a man, aged 79 years, who 
complained of soreness of the left breast present for three 
months. Prostatectomy had been performed 10 years 
previously. Examination of the patient showed an area 
of induration some 4 cm. in diameter. Its discoid shape, 


general symmetry and lack of fixation to the areola were 
enough to exclude carcinoma, with which that condition 
was sometimes confused. 

A man, aged 66 years, had been aware of a lump in his 
ae breast for nine months. Recently there had been some 

Pain. Examination of the patient revealed a disk-like 
enlargement of the breast about 4 cm. in diameter. The 
tissue was firm, but not hard, and was fixed neither to 
skin nor to fascia. There was no testicular atrophy. The 
patient was concerned, not about the fear of cancer, but 
about the feminine appearance of the breast. For that 
reason the entire mass was removed after the method of 
Jerome Webster, with very gratifying results. At the 
same operation testicular biopsy | owas performed, but no 


; significant changes were observ 


Advanced Mammary Carcinoma.. 

Dr. Yeates finally showed a woman, aged 47 years, who 
had been aware of a large lump near her breast-bone for 
one year. had n because it did not 
seem to auone to the breast. On examination of the 
patient on July 26, 1958, it was clear that when the left 

breast was dependent the lump, which = ae a diameter of 
3 cm. and was close to the left margin of the sternum, 
had its origin in the mammary gland. Triple biopsy 
showed it to be a scirrhous carcinoma without involvement 
of the highest axillary nodes, but with slight involvement 
of one internal mammary node (the internal mammary 
chain had been excised en bloc). Radical mastectomy was 
performed, in the rather faint hope that more distant 
spread had not yet occurred. However, early in 1959 pain 
in the spine appeared and although X-ray examination 
failed to show metastases even at that stage, the clinical 
diagnosis was clear, and some relief was obtained first 
with testosterone and then with irradiation. By April, 1959, 
the pain was no longer controlled by those measures, an 
X-ray films now confirmed the presence of deposits in the 
lumbar vertebrze and ribs. Bilateral adrenalectomy and 
oophorectomy were carried out in two stages. Those 
procedures produced gratifying relief of pain and marked 
improvement in the physique and mental outlook of the 
patient, suggesting that the carcinoma was hormone- 
dependent. At the time of the meeting she was very well. 

Dr. Yeates said that that case illustrated particularly 
well why radical mastectomy so often failed in tumours 
apparently in Stage I. Even though minimal involvement 
of the completely removed mammary nm was found, 
the course of the disease showed only too clearly that 
imperceptible remote dissemination had occurred. He had 
recently reviewed the results of adrenalectomy at Sydney 
Hospital for the Royal Australasian College of Surgeons. 
At December 31, 1958, 21 such operations had been per- 
formed. The average ‘survival time was only 12 months; 
but there were several outstanding results, one patient 
being well into her sixth post-operative year, and another 
enjoying a prolonged trip in England during her third 
year. Summarizing the situation, Dr. Yeates said that the 
hospital mortality rate from the operation was nil, and 
that the results seemed most favourable in cases of 
multiple bony metastases. When the carcinoma ultimately 
began to resume its original aggressiveness, large doses 
of testosterone in the depot form were sometimes 
remarkably effective in producing yet another remission. 
Finally, thiotepa was worth trying. 


Dbituarp, 


HORACE ILES HOLMES. 


On November 24, 1959, there died at Warrnambool, 
Victoria, one of the best of general practitioners, who had 
been prominently associated with the professional and 
community life of that. city and its surrounding district 
for over 55 years. The late Horace Iles Holmes was born 
at Launceston, Tasmania, on August 9, 1877. He was 
educated at the Launceston High School, from which he 
matriculated in 1894. He began the first year of his 
medical course in Tasmania, but owing to a severe attack 
of typhoid fever had to give up and was not able to 
resume the study of medicine until 1897, this time at the 
University of Melbourne. He was in residence at Queen’s 
College for three years of his course and he graduated in 
1902, after doing a creditable course. In his first three 
years he took second-class honours in several subjects, in 
his fourth year a first-class, and in his final year he topped 
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the lists with, first-class honours in medicine and surgery, 
peing’ awarded an exhibition in the former subject. He 
also took second-class honours in. obstetrics and gynec- 
ology. After graduation he was appointed senior resident 
medical officer at the Melbourne Hospital, and on the 
completion of fourteen months’ service there he returned 
to his home town as house surgeon to the Launceston 
ospital. Six months later he returned to Melbourne and 
jonied the resident staff of the Womens Hospital, spending 
three months on the midwifery side and five on the 
“ynecology side of that institution. Then for some months 
he was medical tutor at Queen’s College and a demon- 
strator at the Anatomy School of the University of 
Melbourne. During this period he read for and obtained 
the senior degree of doctor of medicine. 

Having thus laid a good foundation, both academic and 
practical, to his professional career, Holmes spent some 


time in South Australia as locum tenens to several 
practices, and by 1905 felt himself ready to embark on 
general practice. After a three months’ introduction he 
bought the practice of Dr. Fleetwood, of Warrnambool. 
This practice had been carried on by Dr. Fleetwood since 
1875, and carried with it an appointment as honorary 
surgeon to the Warrnambool Hospital. Dr. Fleetwood 
had also been medical officer of health and port medical 
officer, and his successor was duly appointed to these posts. 
Dr. Holmes carried on this practice until 1944. He was 
planning to retire, and had actually sold the practice to 
Dr. C. B. Berryman, when the second World War broke 
out and Dr. Berryman joined the Australian Army Medical 
Corps in 1939; so Dr. Holmes continued in practice until 
Dr. Berryman’s return. During his 39 years of practice 
he built up a wide reputation as a surgeon, and as surgery 
was his chief: professional interest it is not surprising that 
he was elected a Fellow of the Royal Australasian College 
of Surgeons in January, 1928, within six months of its 
foundation. But he was more than just a surgeon. All 
his life he remained essentially a family doctor—so much 
so that by the time he retired he was attending the great- 
grandchildren of some of the patients of his early years. 


For the whole of his professional life in Warrnambool 
he was closely associated with the hospital; this was at 
first but a small country town hospital, primitive in 
design and equipment, but he lived to see it taking its 
place as one of the leading modern base hospitals of the 
State. In addition to his honorary surgical appointment, 


he was interested in the administration of the institution 
and served on the committee from 1907 to 1916, and was 
vice-president in 1911. On his retirement he was appointed 
consulting surgeon and was made an honorary life 
governor. Very early in his association with the hospital 
he was impressed by the growing importance of clinical 
pathology, and pressed for the provision of proper 
laboratory facilities. Prior to the first World War these 
were primitive, even in large country hospitals; but as 
this branch of medicine became more and more important, 
he continued to press for up-to-date staff and equipment. 
It is now some years since the hospital became possessed 
of a modern pathological laboratory; but it is an indication 
of Dr. Holmes’s continuing interest in this aspect of 
medicine that in April, 1959, shortly after the new service 
block had been opened, he gave £1000 to buy equipment 
for the pathological laboratory, which has since been 
named the Horace Iles Holmes Pathological Laboratory. 

In 1922 the medical practitioners of the Western District 
formed themselves into the Western District Subdivision of 
the Victorian Branch of the British Medical Association, 
and Dr. Holmes was unanimously elected president at the 
inaugural meeting held at Hamilton. It is an indication 
of his generosity that at the first annual meeting, which 
was held at Warrnambool and was attended by the late 
Sir Stanley Argyle, then Victorian Minister of Health, Dr. 
Holmes entertained all the members of the subdivision at 
dinner at his own expense. Three years later he went 
abroad and represented the Victorian Branch at the 
opening of the British Medical Association’s new head- 
quarters in Tavistock Square, London. 

As a family doctor, Holmes realized earlier than most 
the need for local provision for the aged and infirm, and 
he took a very active interest in the establishment of the 
Lyndoch Hostel for the Aged. When the property was 
bought he gave £500 towards the fund, and he served for 
many years on the committee, being elected its first 
president in 1953. He retired from this committee in 1957. 

He was a staunch supporter of his church. For over 
forty years he was a trustee of the Warrnambool Methodist 
Church. Further references to his work as a churchman 
are given hereunder in an appreciation by a fellow member 
of the congregation. 


In January, 1959, che completed 60 years’ membership of 
Lodg: At 


the Masonic a special ceremony at the 
Warrnambool Leas of St. John, his mother lodge, he 
was presented with a 50 year jewel. He had been master 
of this Lodge in 1915, and for many years had held Grand 
Lodge rank. In 1949 he was given the title of Past 
Deputy Grand Master. He was a thirty-degree Freemason, 
a foundation member of Warrnambool Mark Lodge, the 
Western District Royal Arch Chapter and the Western 
District Preceptory of the Knights Templar. He held grant 
rank and several higher degrees and orders of Free- 
masonry. 


Another movement which aroused his interest and com- 
manded his enthusiasm was Rotary. He was foundation 
president of the Warrnambool Rotary Club in 1929. From 
1945 to 1947 he was governor of Rotary 65th District, 
which embraced a large part of Victoria and the whole of 
South Australia and Western Australia. At the Rotary 
Conference at Ballarat in March, 1959, he presented the 
attendance trophy which he had given some years earlier 
for inter-club competition. 


As a young man Holmes rowed for his school in a 
winning crew. Later he became a golfer, and when the 
Warrnambool Golf Club was at Albert Park he was a 
regular player, and was once club champion. He was 
also an active member of the Warrnambool Bowling Club 
for over 50 years. However, his main sporting interest was 
angling, and he took full advantage of the many facilities 
for both river and sea fishing in the neighbourhood of 
Warrnambool. Stocking district streams with trout was 
one of his special angling interests. 


Dr. S. C. Fitzpatrick writes: As one who had the good 
fortune to be a personal friend of Horace Holmes for 44 
years, I should like to add my tribute to those of his other 
numerous friends. Early in 1915, awaiting entrance to the 
A.LF. as a very raw junior, I became a resident medical 
officer under him, and his ready help and spontaneous 
friendliness at once warmed me to him. Ten years later 
I was personally indebted to him when his diagnostic skill 
turned the point in a grave surgical crisis in my own 
life. Over the years we have shared diagnostic problems, 
sat on committees together, taken opposite sides on 
occasions, and occupied the roles of surgeon and patient 
to each other. In his profession he was an outstanding 
example of the first-class general practitioner who grew 
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to be at home in many fields. Yet he wisely respected his 
limitations, and said: “Don’t attempt everything.” By 
careful reading, study and travel he kept abreast of medical 
progress; more and more often treatment by surgery was 
demanded of him. In his day this meant general surgery, 
and frequently emergencies “compelling the physician to 
operate”. In diagnosis he quickly perceived the essentials 
of a. situation, and shrewdly appraised the factors. In 
operating, he acquired the calmness of competence, and in 
time he became a worthy Fellow of the Royal Australasian 
College of Surgeons. His clinical as well as human interest 
in his patients never waned, and after retirement he 
regularly attended and took part in medical meetings. 


He was powerfully built, carried his head with dignity 
and was a dominating personality. He was frank and 
forthright in his opinions, courageous in doing and saying 
what he thought was correct, yet wise in his restraint and 
sincerity. He was a man of many parts. The record of 
his extraprofessional activities in his community bears 
this out and is retailed elsewhere. He was a wise and 
generous citizen whom any city and profession would well 
be proud to own, of the “salt of the earth’. His final 
year, spent in clear-sighted anticipation of the inevitable, 
was a revelation of courage and equanimity in a losing 
rseneere His friends knew well the source of this cheerful 
ortitude. 


Dr. Georce CoLe writes: The importance of the part 
played by general practitioner medical officers of health 
often passes unrecognized. Their opinions are often ignored 
by the municipal councils who employ these part-time 
officers, and their services to the community are taken for 
granted, and paid for accordingly. To their credit, they do 
not let this interfere with the conscientious discharge of 
their duties, often to the prejudice of their own interests 
as practitioners. They regard their office as an opportunity 
for social service and their meagre emolument as merely 
an honorarium. One of the outstanding members of this 
select band was Horace Holmes. As a district health 
officer I was associated with him for a quarter of a 
century. A new-chum to my job, I found him a very 
wise counsellor, for he had been medical officer of health 
of Warrnambool for many years. He worked hand in 
hand with his colleague, the late Dr. Hedley Dunstan, 
medical officer of health of the Shire of Warrnambool, and 
between them they saved the ratepayers a lot of money. 
In those days, before immunization, the two municipalities, 
like the rest of the State, had a very high diphtheria 
incidence. That it was no worse is due to their efforts. 
Dr. Holmes continually pressed the Town Council for more 
adequate accommodation and staff and for better laboratory 
facilities. He took swabs from contacts indefatigably, and 
had a standing arangement with all school authorities in 
the town that any child with a sore throat should be at 
once brought to his surgery for examination at no cost 
to the parents. It was before my time, but it is on 


record that his organization for dealing with the epidemic . 


of “SpanisH influenza’, as it was then called, just after 
the first World War, saved many lives. 


He kept himself abreast of all modern developments in 
preventive medicine. I was supposed to be the expert in 
sanitary science—the Health Act says so—but I was often 
amazed at the depth and breadth of his knowledge. How 
a busy general practitioner, whose interests were mainly 
surgical, ever found time to study what was far from being 
a “bread and butter’ subject always surprised me. I 
had hardly taken up duty in my district when he told me: 
“There is a meeting at Hamilton to form a local sub- 
division of the B.M.A. Care to come?” At the meeting the 
question, of course, arose as to who would take on the 
‘secretaryship. “Here’s your man”, said Horace, “he’s 
got lots of time, he is in the Government service.” I found 
that this pleasant duty into which I was thus pitchforked 
put me on a very good footing with my professional 
brethren in my district. Horace Holmes was as straight 
as a die, and I feel a better man for having known him. 


Mr. BH. R. McDoweE.u, a fellow member of the congrega- 
tion of the Warrnambool Methodist Church, writes: Having 
‘been privileged to act as a trustee of the Warrnambool 
Methodist Church with the late Dr. H. I. Holmes for over 
‘a period of 38 years, I am grateful for the opvportunity of 
expressing appreciation of the great service to Methodism 
in this district rendered by him. He came to. Warrnambool 
at the end of the last century, and allied himself immedi- 
‘ately with the Methodist cause, having previously been a 
member of the Church at Launceston, Tasmania. He was 
invited to serve as a trustee of the Church, and he 
remained a very active member for almost 40 years, during 
-which time he used his business acumen, christian fervour 


and missionary zeal in forwarding «the interests of 
Church. In the 1930’s it was thought that the cheten 
should be rebuilt in a more suitable location for peaceful 
worship, and the land used for shops, thus creating an 
asset with which to finance the building of a new church, 
make provision for extensions and broaden the financial 
assistance to other avenues of church work. At this point 
Dr. Holmes, with great foresight, purchased a block of 
land within a stone’s throw of the old church, and 
presented it to the Church Trust for the purpose of 
building a new church. This generous offer was accepted, 
with the result that several shops were built on the 
original site, and eventually our new suite of buildings, 
church and Sunday school, with all necessary facilities, 
came into being. Dr. Holmes’s enthusiastic interest was a 
tower of strength to the Trust during building operations, 
and when they were completed, he asked permission of the 
Trust to instal a set of three stained-glass windows above 
the sanctuary. The request was granted, and the 
beautiful windows depicting “Love” and “Worship” were 
installed and in 1942 unveiled at a special service by the 
late Mrs. Holmes, Mrs. G. Armstrong, their daughter, and 
Mr. Will Holmes. Until a few weeks before his death. 
every Sunday he loved to join in worship in the church 
which he had so well served. 


Mr. R. J. REEVES, a cahtuieildineds at the Warrnambool 
Rotary Club, writes: Dr. H. I. Holmes was quick to 
evaluate the worth of the Rotary movement when several 
members of the Rotary Club of Melbourne, at the instiga- 
tion of their president, Dr. Leonard J. C. Mitchell, came to 
Warrnambool to investigate the possibility of forming a 
club here. One of the leaders in the formation of the 
club, Dr. Holmes became its first president and held that 
office for two .years. He put the principles of Rotary 
into practice in his daily life, with perhaps special thought 
for the young and for the aged. He endeared himself to 
all sections of the community. It is indeed difficult to 
convey in words the high esteem in which Dr. Holmes was 
held in this place where, for 55 years, he worked 
indefatigably for the common good. 


For the years 1946-1947 and 1947-1948 he was district 
governor of Rotary District No. 65, which, at that time 
comprised two-thirds of Australia, and entailed visiting, 
advising and guiding each club in his district. Preparation 
for this task required a great deal of study, research and 
correspondence. Through this preparation he made himself 
familiar with all- phases of Rotarys aims, activities and 
mechanics. The task itself required effort which could 
have been made only by a man who was convinced of 
the worth-whileness of the cause. The knowledge and 
experience gained made him a great asset to Rotary, and 
during his various travels he was able to offer help and 
advice to many clubs. He delighted in helping to spread 
the ideal of “Service above Self” which he loved so much, 
and in which he believed so sincerely. Rotarians from 
Darwin to Hobart and from Sydney to Perth feel that they 
have lost a good friend. 


FRANCIS JOHN GRAHAM. 


‘We are indebted to Dr. W. F. Simmons for the following 
account of the career of the late Dr. F. J. Graham. 


Francis John Graham was born at Lisnaskea, County 
Fermanagh, Northern Ireland, on November 23, 1882. He 
was the second youngest of a family of 11 children. At 
the age of 17 years he enlisted in the Irish Imperial 
Yeomanry, and served in South Africa from 1900 to 1902. 
On his return from overseas service he was uncertain 
where his future lay, and after having served for a couple 
of years in a bank, finally decided that his future lay in 
medicine. He matriculated and entered on the course of 
the Conjoint Board of the Irish Colleges. He graduated in 
1910 after a brilliant course, and was appointed as House 
Surgeon to the Richmond Hospital, Dublin. While there 
he played rugger, and did so well that he was selected 
as a reserve for the Irish international team. On com- 
pletion of his house appointments he did locum-tenens 
work, while awaiting appointment as medical officer to the 
Pacific Phosphate Commission at Ocean Island. In August, 
1911, he married Miss Eva Elizabeth Hurst, and they left 
together for Ocean Island, where their eldest son Frank 
was born in 1914. On completion of his term with the 
Phosphate Commission, Dr. Graham came to Australia 
in 1916, and did locum-tenens work for men who wished 
to serve in- the Australian Imperial Force overseas. In 
1918 he decided to settle in Rockdale, where he soon 
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established a sound and busy practice, and he remained 
there for the rest of his life. 


I first met Frank Graham in July, 1919, when I returned 
from World War I and was seeking a practice. He 
advised me to settle in an adjoining suburb, and promised 
to help me in any way he could. This he did, and we 
worked together as friends for the next forty years. 


Frank Graham was a typical delightful Irishman, full 
of quaint humour and human kindness, generous to a 
fault, but with a lot of sound business sense. He was a 
fast and capable surgeon, who believed in Murphy’s dictum 
“Get in quick, get out quicker’. 


As a surgeon at St. George Hospital, the stories told 
of him were legion. Known to all the residents as “Pop”, 
he was loved and admired by them all. Two very 
experienced medical superintendents told me that they 


knew of no one who could deal with a surgical emergency 


‘with greater success that he could. When he retired from 
the active staff of the hospital in 1953, Her Majesty the 
Queen was pleased to bestow on him the M.B.E. for 
services rendered to the people of the St. George district 
during a very active professional life. 


As was mentioned earlier, Dr. Graham married in 1914, 
‘and his family consisted of five daughters and three sons. 
‘Two sons and one daughter are medical practitioners while 
‘another daughter is completing her medical course and still 
‘another daughter is the wife of a very busy practitioner. 
ae ag wife, who was dearly loved in the community, 

n 


At the age of 76 years, Frank Graham was still in active 
‘practice, although he had curtailed his surgicai work. His 
rend was tragic. Always a very loyal supporter of his 
parish church, he had been attending a “loyalty dinner” 
with his family when, as he was about to unlock his car, 
the was knocked down by a passing motorist. He sustained 
‘@ compound fracture of the left thigh and compound 
fractures of his right tibia and fibula. After a very 
uncertain first week, he seemed to be making reasonable 
progress and enjoyed his seventy-seventh birthday in 
‘hospital; but a few days later complications ensued, and 
‘he passed peacefully away on November 29, 1959. 


Dr. Graham was the senior practitioner in the Illawarra 
‘Suburbs Medical Association, and he represented the best 
in. the fast-disappearing race of family doctors. His 
patients were his first consideration always, and it did 
not matter at what hour of the day or night they needed 
his services, he did not delay if the call was genuine. A 
‘crowded church and the hundreds of people along the 


highways as the cortege passed paid tribute to an honoured 
citizen and the friend of many. His family have the 
deepest sympathy of his many colleagues. 


Dut of the Past. 


THE MEDICAL SCHOOL, UNIVERSITY OF SYDNEY.' 


{From the Australasian Medical Gazette, April, 1899.] 


THD statistics of the medical school of the University of 
Sydney form a most interesting study. According to the 
“Calendar of the University of Sydney for the year 1898” 
there were already on the roll thirty three Doctors of 
Medicine of whom seventeen took their degrees “ad 
eundum grandum’”. Sixteen were Bachelors of Medicine 
of the University of Sydney, and having complied with 
the requisite formalities, were promoted to the degree of 
Doctor of Medicine. 


Of the one hundred and twenty one graduates as 
Bachelor of Medicine, seven outsiders took the degree 
“ad eundum grandum”’ and one hundred and fourteen have 
been turned out of the University of Sydney as “Home- 
made production”. 


According to the report of the Senate of the University 
of Sydney to the Legislative Assembly of New South 
Wales we find the following regarding the Faculty of 
Medicine. 

Candidates Passed 


First Year Examination .. .. .. 25 19 
Second Year Examination 38 25 
Third Year Examination .. .. .. 23 16 
Fourth Year Examination er 29 21 
Fifth Year Examination .. .. .. 23 22 

138 103 


Showing that in all stages the aspiring medicos of the 
School of Medicine of Australia—or that part of 
Australasia where the enigmatic Federal Capital at some 
future age may exist—amounts to one hundred and thirty 
eight, of whom one hundred and three have managed to 
pass the Rubicon in various stages. We find however in a 
detailed account of the attendances at lectures that the 
number of students attending lectures amounts to one 
hundred and fifty four. Assuming that one fourth of these 
may fail in their examinations, there is a possibility within 
the next few years of there being added to our local 
medical acquisitions one hundred and_ sixteen new 
graduates in medicine and surgery making the total of 
local graduates two hundred and forty six. 


That is to say that from the inception of the Medical 
School of Sydney to about 5 years hence, we shall have, 
without counting new arrivals from American and Euro- 
pean Universities, about two hundred and forty six medical 
graduates of the Sydney University launched into the 
maelstrom of that struggle for existence which may 
possibly exemplify some interesting features regarding the 
problem of survival of the fittest. 


atti 


Correspondence. 


GENERAL PHARMACEUTICAL BENEFITS. 


Sir: Everyone will applaud the leading article in last 
week’s Journal. It is sad that the optimism expressed in 
the last paragraph should have been turned to disappoint- 
ment by the Federal Council’s supine acceptance of this 
iniquitous Act. Nor does it seem that the Federal 
Council had a mandate from the profession to treat with 
the Minister of Health in this matter. Only a few 
objections have been raised by the profession because they 
are still ignorant of the facts. Such facts as have~-already 
emerged are extremely disquieting. I feel that the opinion 
of general practitioners, who after all are those mostly 
concerned, should have been sought either by plebiscite 
or in a series of Branch meetings. It is to be hoped 


1From the original in the Mitchell Library, Sydney. 
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that the Pharmaceutical Guild will act in a 


the new Act. 


Yours, etc., 
J. F. PootMan. 


58 Ballarat Road, 
Maidstone, Victoria. 
February 18, 1960. 


Sir: Our lords and masters in Canberra are being very 
cagey about their new Pharmaceutical Benefits Scheme. 

I would like to point out that in my country area of 
general practice there is a high percentage of coloured 


and partly-coloured persons. These pleasant and easy- 
going folk seldom have the sum of five shillings with them. 
Good money is gained, but quickly distributed to their 
families and hangers-on. How shall we be able to help 
these persons to get well under the new scheme? 


Again, we happen to have a _ happy-go-lucky local 
chemist, who prefers fishing and basketball to pursuing 
the nimble penny. Under the present scheme I have 
been able by various means to have a number of drugs 
handy, so that no member of the public went short of 
essential treatment in the chemists frequent absences. 
How shall we fare under the new scheme? 


I suppose even our lords and masters would admit that 
service to the public is the ultimate ideal. Therefore some 
latitude must be given to the doctors dispensing that 
service. In my case the nearest G.P. is 310 miles away. — 

Yours, etc., 

Western Australia. CoUNTRY PRACTITIONER. 

February 6, 1960. 


Sir: I consider that constructive criticism of the amended 
pharmaceutical benefits scheme is in order by those who 
have to assume the responsibility of operating it. 


It is my opinion that, because injectable items commonly 
used in the consulting room or in the doctor’s visiting bag 
now have to be paid for by the patients, a great deal of 
added responsibility and inconvenience will fall on the 
physician. Before there was any free scheme whatsoever, 
the physician provided such drugs at his own expense; 
but since they were his own property, he was entitled to 
charge for them. Moreover, he was answerable only to 
himself (considerations of dangerous drug _ regulations 
apart) for what he did with his own property. Then, 
under the “free” scheme, whilst injectable items were, 
strictly speaking, the private property of the patient in 
whose name they were ordered, in another sense they were, 
as a practical issue, public property, insofar as no distinc- 
tion needed to be made by the physician between the 
specific ownership of the various ampoules of inijectables 
which, either as a matter of convenience or regulation, he 
kept under his personal control. 


Now, however, for similar reasons he will need to keep 
an extensive and varied range of injectable drugs in his 
bag or surgery, which are the specific property of the 
patients in whose name they were ordered, and who. will 
rightly be entitled to a specific interest in the batch of 
—"* for wae they will have paid their five shillings 
ee 


It is a very doubtful matter whether it can be assumed 
that patients will necessarily return into the doctor’s 
stock-on-hand any injectable drug that he has mortgaged 
from stock previously held. For example, the monthly 
emergency issue of 12 penicillin cartridges is a very fine 
margin to have to work on. All in all, I consider that 
having to keep a close personal tab on multiple small 
articles of other people’s property is going to be a major 
source of irritation. 


If, either in the surgery or out on the round, a physician 
runs out of a particular item, it is going to prove 
repeatedly highly inconvenient for treatment to be held up 
whilst further stock is being chased up after the issuing 
of a prescription. 


No doubt Australian doctors, with their native-born 
cunning, are going to be able to devise ways of circum- 
venting- the strict letter of the law in order to avoid this 
ridiculous impasse. The regulations ought to be amend 
in order to make the law less of an ass and to prevent 
rogues being made out of honest men. 


The scriptural injunction that the Sabbath was made for 


man, not man for the Sabbath, has a direct analogy in 


less 
pusillanimous fashion and so prevent the introduction of 


this context. The simple answer is for all injectable items 
to remain free, as before. 


Yours, etc., 
Rosanna Medical Centre, KENNETH N. GRIGG. 
Victoria. 
March 1, 1960. 


Sir: With the introduction of our new Pharmaceutica! 
Benefits Scheme, it may be of interest to study it in 
contrast to the system in Great Britain. 


Despite the fact that the National Health Service there, 
as a whole, is frequently referred to as an abomination 
. by members of the medical profession and the educated 
public alike (at least, that was my experience in 1958), I 
must admit that I found prescribing a simple, uncom- 
plicated task. How unnecessarily difficult and complicated 
has it become here in Australia! Every general practitioner 
in England has a copy of the “British National Formulary”, 
which comes in two editions, one of which is hased on e 

pharmacological classification. I have found this book 
invaluable in my own practice here. To quote from the 
preface to the main edition: “It is therefore necessary 
once again to emphasize that the doctor is free to prescribe 
what he considers to be in the best interests of the patient, 
whether or not the preparation appears in the British 
National Formulary.” 

I should be the last to advocate a National Health 
Service such as is tolerated in England. We already have 
a Medical Benefits Scheme which has proved most satis- 
factory. What a pity, therefore, that we have been saddled 
with such an unpractical Pharmaceutical Benefits Scheme. 
filled with rules, restrictions, maximums, repeats, duvlicates, 
specified purposes and nonsensical omissions! I feel sure 
that, at no greater expense, we could have been provided 
with an “Australian National Formulary” along the British 
lines, a formulary which would contain all the drugs and 
preparations we need, and one which would need to be 
revised only every five or 10 years. 


The payment of 5s. per item by the patient has its 
parallel in Britain, where the cost has been 1s. and, I 
believe, is to be raised to 2s. I am sure that the majority 
of us agree that a token — no matter how small, is 
a good thing. 

Now, as to the all-important question regarding the cost 
to the Government of an all-embracing scheme which 
would give us complete freedom in prescribing, I am not 
competent in these matters. All I know is that it seems to 
be working quite well in Britain, with five times the 
population of Australia. 

Yours, etc., 


St. Marys, B. C. EGLiTzKY. 


N.S.W. 
March 3, 1960. 


Sir: I have little doubt that most of us are unhappy 
about the new Pharmaceutical Benefits Act. Its list of 
drugs bristles with anomalies. It increases the cost of 
pharmaceutical services by increasing the profit to the 
chemist and unnecessarily increasing his work and the 
work of the checking staff in Canberra. It causes real 
hardship to the chronically ill, who were well and justly 
served by the free provision of essential drugs under the 
old Act. It introduces the risk that patients may expect 
us to prescribe a “five shilling medicine” instead of what 
‘we believe is the proper treatment for them. It involves 
us in extra work. And most serious of all, it represents 
the autocratic action of a Government whose Minister 
has given our representatives on Branch or Federal 
Councils little opportunity for informed discussion among 
themselves or with him, before the Act became law. It 
= ill for the future when governments treat us like 
t 


If we disapprove of this Act, as I believe most of us do, 
it is time each of us let his Branch Council know his 
views. 

Yours, etc., 


119 Marsden Street, D. G. HamIton. 
Parramatta, N.S.W.. 


March 7, 1960. 


mR: Eccentric indeed would be the practitioner who would 
dispute the governmental policy of stocking his bag with 
free emergency drugs. But I suspect from the 


inadequate list proposed by Dr. L. E. Vine and Dr. L. G. 


OD 
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Wheeler (Mep. J. Aust., March 5, 1960) that your corres- 
nondents are deliberately “angling for a bite”. 


The compilation of List C, as it stands, is obviously 
related more closely to the frequency of occurrence than 
to the urgent nature of the maladies anticipated. This is 
vecognized in the writers’ recommendation of snake-bite 
antivenene. But are we not just as likely to need 
injections for the dire emergencies of shock (“Methedrine’”), 
insulin coma (glucose 60%), diabetic coma (soluble insulin), 
severe asthma (aminophylline), apnea following opium 
slkaloids in overdosed or sensitive patients (N-allyl 
normorphine), Addisonian crisis (hydrocortisone), bleeding 
in eirrhotics or after anticoagulants (vitamin K,), tetany 
‘calcium gluconate), mercury or arsenic poisoning (dimer- 
caprol), and hypertensive encephalopathy (magnesium 
sulphate and perhaps “Ansolysen’’)? Besides mercurial 
diuretics, one might have cause to use parenteral or oral 


digoxin or alternative glycoside, as well as quinidine and- 
procaine amide. Im cases of delay in hospitalization one - 


‘night wish to start a coronary on (expensive) heparin, 
or an overwhelming infection on a _ parenteral broad- 
spectrum antibiotic, or give a barbiturate overdose some 
nikethamide. And when will the authorities cease paying 
lip service to the problem of miscarriage and allow cases 
of threatened abortion also to have progesterone and in 
‘he daily dosage of 100 to 200 mg. recommended by those 
who belfeve in its efficacy ?* 

Your writers do not appreciate the sedative and anti- 
convulsive properties of soluble phenobarbitone or the 
-alue of chlorpromazine as a less drastic substitute for 
intramuscular paraldehyde. A pediatric sedative elixir is 
essential, ideally combined with a spasmolytic for infantile 
colic, 

The analgesics in List C are adequate, though one would 
like to see pethidine tablets to supplement the oral dihydro- 
morphinone and “hypodermic” morphine tablets. But one 
needs distilled water to fractionate the dose of injections in 
children. And surely we should carry the specific pain 
relievers: colchicine for gout, antacids and antispasmodics 
for peptic ulcers, ergotamine for migraine and glyceryl 
trinitrate for angina. Means of tetanus prophylaxis should 
be available, and it is humane to use xylocaine infiltration 
before suturing or incising, and reasonable to swab with 
an antiseptic solution. 

Adrenaline in oil is a “must” for recurrent asthma at 
night, but often such cases have run out of their ephedrine 
tablets. It is also reasonable for a doctor to have on 
hand eye drops of “Decicain”, of sulphacetamide and 
eserine, a xylocaine ointment, ampoules and suppositories 
of “Buscopan”, a urinary sulphoramide, some “Debendox” 
and the much-forbidden nystatin. 

Nobody would suggest that all the above drugs would 
need monthly replenishment, but it is disturbing to find 
that some of the drugs needed in the rarer catastrophes 
are not kept in stock by the pharmacists. And while, in 
the presence of readily available public hospitals, the above 
discussion may seem theoretical, the loss sustained by the 
general practitioner of the stimulating contact with the 
acutely ill, when he hastens to refer such cases on, is to 
be deplored. To help maintain the standard of practice the 
general practitioner should be given more encouragement 
than List C affords in the management of the distressed 
and the moribund. 

Yours, etc., 

1384 Botany Road, RONALD WILLIAMS. 
Botany, N.S.W. 

March 5, 1960. 


Sir: In reply to Dr. L. E. Vine and Dr. L. G. Wheeler, 
who have invited comments on their criticism of the 
outmoded “List C’ (p. 394, Mmp. J. Aust., March 5, 1960), I 
too avail myself of very few of these benefits, with the 
exception of penicillin, sulphonamides and occasional sup- 
plies of adrenaline tartrate and analgesics. 

In principle, I feel their list is comprehensive, although 
perhaps a little too much so. I feel that it would be 
unjustifiable to request that every general _ practitioner 
be allowed to obtain bulk supplies of expensive antibiotics 
and snake-bite antivenene. The expense for the former 
would be extravagant, and there would probably not be 
enough of the latter available to supply all general 
practitioners. Although I practise in a district where 
snakes are prevalent at certain times of the year, I have 
only used antivenene twice in the last seven years. I 


1Swyer, G. I. M. ar “Progestogens and Their Clinical 
Uses”, Brit. med. J, 1:48 (January 2). 


feel sure, then, that in general this is only rarely used, 
and there would therefore be a great deal of wastage 
involved if all practitioners kept stocks on hand. 


I would like to point out, however, the very real need 
for obtaining stocks of phenoxymethyl penicillin tablets and 
oral pediatric suspension. In the B.M.A. newsletter No. 11 
(February 15, 1960), the Therapeutics Committee of Council 
wisely pointed out (paragraph (iv), page 2) that: “Injec- 
tion of procaine penicillin should rarely be necessary. It is 
more dangerous, more unpleasant, more time consuming 
and no more effective than Penicillin-V by mouth.” 


Despite this timely warning, which is no doubt well 
appreciated by most practitioners, procaine penicillin is 
probably obtained more frequently than all the other 
drugs on List C combined. (I hasten to point out that 
this is only an assumption based on a discussion with 
colleagues and pharmacists, but I feel sure that it is 
generally correct.) This state of affairs will continue so 
long as no alternative form of the drug is made available. 


In conclusion, I wish to state that I agree in principle 
with Dr. Vine and Dr. Wheeler that List C is outmoded, 
and should be revised, but would like to suggest that the 
addition of the following products alone would be a 
substantial improvement without involving too great an 
expense or wastage: (i) adrenaline in oil; (ii) a mercurial 
diuretic; (iii) sodium phenobarbitone; (iv) ergotamine 
tartrate (injection); (v) phenoxymethyl penicillin tablets 
and suspension. 

Yours, etc., 

Petrie St., G. D. Davis. 
Canberra City, A.C.T. 

March 8, 1960. 


ULTRA-SHORT-WAVE DIATHERMY. 


Sir: The fact that the field strength between the plates 
of an ultra-short-wave diathermy machine is minimal at 
the centre and greatest near the plates (Rost and 
Schlinck, 1953)! has been found to be most easily 
demonstrated by means of a neon bulb, such as a neon 
pilot lamp or 240-volt neon tester. As is well known, 
neon will glow if held in a radio-frequency field. The neon 
lamp, if held between the plates of the machine, will glow 
brightly near either plate where the field is strongest, but 
will not ignite at the point between the plates where the 
field is minimal. This method should prove useful for 
demonstrations to physiotherapy students. 


Yours, etc., 


45 Charlotte Street, F. W. Dickes Rost, 
Ashfield, N.S.W. B.Se. (Medicine) (Sydney). 
February 29, 1960. 


THE NEW SOUTH WALES BOARD OF HEALTH AND 
THE MEDICAL DISCIPLINARY TRIBUNAL. 


Sir: In March, 1960, in New South Wales, the Medical 
Disciplinary Tribunal inquired into charges arising out of 
a doctor’s addiction to a drug. The doctor had been 
convicted and punished at law in 1958 for misdemeanours 
committed in obtaining the drug. He had then managed 
to overcome his addiction, which was in an early stage, 
and to rehabilitate himself, and he had commenced practice 
in another district in January, 1959. The Tribunal 
received and accepted evidence of the doctor’s rehabilitation, 
but administered a reprimand for his conduct of the year 
before last. This, of course, received wide publicity 
potentially very damaging to the doctor. 


It seems to me that it was contrary to the public 
interest, and that it was also unjust to the doctor 
concerned, that he should not have been brought before 
the professional tribunal for so very long after he had 
atoned his former misdemeanours at law. I do not, of 
course, imply that the Medical Disciplinary Tribunal was 
a party to injustice. It may well be that undue delay 
occurred, not between the reference of the charges to the 
Tribunal by the Board of Health and the Tribunal’s inquiry, 
but before the reference was made. It may well be, also, 
that the Tribunal, although not expressly directed by law 
to do so, feels itself obliged to conduct an inquiry into 
every matter referred to it by the Board of Health, 
however late in the day and whether rightly or wrongly. 


The Board of Health is the body to which in New South 
Wales all complaints and charges against doctors in 


t Brit. J. phys. Med. (1953), 16: 243. 


960 
ical 
in . 
ion 
ted 
m- 
ted 
0k 
the 
ry 
nt, 
ish 
ith 
ve 
ed 
es, 4 
ire 
ed 
sh 
nd 
be 
its 
I 
ty 
is 
st 
ot 
to 
1e 


478 THE MEDICAL JOURNAL OF AUSTRALIA 


19, 1960 


respect of their conduct are referred in the first instance. 
With all respect to it, it is a very unsuitable body for 
this purpose, in that the majority of its members may not 
be medical practitioners. Also, its methods are inappropriate, 
possibly because it has not the resources to make them 
otherwise. Also, I believe that the Board has made 
seriour errors of judgement in the past in referring to the 
Tribunal matters which ought to have gone no further; 
I ventured this opinion in your issue of August 14, 
1954, and it was never denied. If the Board.of Health 
was responsible for the long delay in the recent inquiry, 
I hope that it will make some explanatory statement, so 
that means may be sought of preventing the same sort 
of thing happening again. 

I suggest that the time has long been ripe in New 
South Wales for the disciplinary provisions of the Medical 
Practitioners Act to be amended. The non-medical members 
of the Board of Health, one imagines, would be only too 
glad to be relieved of the duty which the Act now 
imposes on them. Some of the provisions of the Medical 
Disciplinary Committee (Procedure) Rules, 1951, of the 
United Kingdom could be drawn upon with advantage in 
any future legislation. 

Yours, etc., 


185 Street, DovucLas ANDERSON. 


Sydn 
March 5, 1960. 


THE STERILIZATION OF HOUSEHOLD WOOLLENS. 


Sir: My attention has been drawn to the difficulty 
general practitioners have in recommending a method for 
sterilizing household woollens, for example, when dealing 
with staphylococcal infections. 


Wool may safely be boiled provided agitation is kept to 
a minimum and soap and alkaline detergents are avoided. 
On a domestic scale, blankets, knitwear, dressing gowns, 
etc., are conveniently treated by boiling water in a copper, 
dropping in the dry woollens, pushing them under the 
surface of the boiling water with a broomstick, and boiling 
for about two minutes. The woollens are then lifted out 
with the broomstick and transferred to a cold rinse to 
enable them to be handled. It is important that the 
wool should be dry before immersing in the boiling water 
so that no appreciable cooling of the water takes place 
when the wool fabric is immersed; and, of course, no soap 
or washing powder can be used. This simple process will 
destroy pathogenic organisms, such as Staphylococcus 
aureus, and is not intended as a method of washing the 


fabric. Washing in soap or detergent solutions in the. 


usual way can then be done if required. 


This method is unsuitable -for large-scale use—for 
example, in hospital laundry—but provided shink- 
resistant woollens are purchased, the boiling of wool is 
a simple laundry procedure. Details of a suitable method 
are available from the Manager of the Royal Melbourne 
Hospital Central Linen Service and Group Laundry, 
Melbourne. 

Yours, etc., 
Division of Protein Chemistry, T. A. PRESSLEY. 
C.S.1.R.0., 
343 Royal Parade, 
Parkville, and 
School of Bacteriology, 
University of Melbourne, 
Parkville, Victoria. 
March 1, 1960. 


Post-Oraduate Cork, 


THE UNIVERSITY OF SYDNEY. 


Lectures in the Annual Subscription Course, 1960. 


THE Post-Graduate Committee in Medicine in the Univer- 
sity of Sydney announces the following lectures in the 
annual subscription course: 


Mr. Stanley Way. 


The following programme has been arranged by the 
Post-Graduate Committee in association with St. Vincent's 
Hospital and the New South Wales State Cancer Council 


for Mr. Stanley Way, F.R.C.O.G., gynecologist, Newcastle 


Regional Cancer Organization, and Associate Surgeon, 
Gynecological Department, Royal Victorian In 
England. By arrangement with the Cancer Council, Mr. 
Way’s lectures and demonstrations will be open without 
charge to all medical practitioners. The programme of 
lectures, case demonstrations and operations has been so 
arranged that all patients for operation will, as far as 
possible, be shown and discussed on the day before 
operations. Except where otherwise indicated, the pro- 
gramme has been arranged at St. Vincent’s Hospital. 
Those intending to stay for the luncheons which will be 
available at St. Vincent’s Hospital are requested to advise 
Dr. K. A. McGarrity, at BW 6888. 

Monday, March 28: 9 a.m., operating theatre, operations; 
2 p.m., Students’ Lecture Theatre, “Pelvic Exenteration”. 

Tuesday, March 29: 9 a.m., operating theatre, operations; 
2 p.m., Student’s Lecture Theatre, “Carcinoma of the 
Vagina”. 

Wednesday, March 30: 9 a.m., operating theatre, opera- 
tions; 2 
“Carcinoma of the Vulva”. 

Thursday, March 31: 9 a.m., operating theatre, opera- 
tions; 2 p.m., Students’ Lecture Theatre, ‘Vascular Effects 
of Supervoltage X-ray Therapy in Carcinoma of the 
Cervix”; 8.15 p.m., Stawell Hall, 145 Macquarie Street, 
Sydney, “The Diagnosis of Pre-clinical Cancer of the 
Cervix’”’. 

Friday, April 1: 9 a.m., operating theatre, operations. 

Monday, April 4: 9 am., operating theatre, operations; 
2 p.m., Students’ Lecture Theatre, “the A®tiology of Car- 
cinoma of the Corpus Uteri’”. 

Tuesday, April 5: 9 a.m., operating theatre, operations; 
2 p.m., Students’ Lecture Theatre, “The Treatment of 
Intraepithelial Carcinoma”. 

Wednesday, April 6: 9 a.m., operating theatre, operations. 

Thursday, April 7: 9 a.m., operating theatre, operations; 
2 p.m., Students’ Lecture Theatre, “Staphylococcal Infec- 
tions in Gynecology’; 8.15 p.m., Stawell Hall, 145 Mac- 
quarie Street, Sydney, “Conservative Ovarian Surgery”. 


Friday, April 8: 9 a.m., operating theatre, operations. 

Monday, April 11, 8 p.m., The Royal Newcastle Hospital, 
“Conservative Ovarian Surgery”. 

Tuesday, April 12: 2.30 p.m., Students’ Lecture Theatre, 
The Royal North Shore Hospital, “Carcinoma of the Vulva’. 


Thursday, April 14: 2 p.m., Museum Room, King George 
V Memorial Hospital, “The Atiology of Carcinoma of the 
Corpus Uteri”. 


Mr. Tony Meuzelaar. 


The following programme has been arranged for Mr. 
Tony Meuzelaar, Director of Sheltered Workshops, The 
Van der Kolk Institute, The Hague, Holland: 


Thursday, March 31: 8.30 p.m., Wallace Theatre, Science 
Road, the University of Sydney, “Sheltered Workshops”. 
This lecture, given in conjunction with the New South 
Wales Council for the Mentally Handicapped, will be of 
interest to all those associated with the rehabilitation of 
handicapped persons, particularly mentally handicapped 
persons, and invitations will be issued on application to the 
Post-Graduate Medical Foundation, 131. Macquarie Street, 
Sydney. Telephones: BU 7557, BU 4497. 

Tuesday, April 5:8.15 p.m., I.C.I. House, 69 Macquarie 
Street, Sydney, “Rehabilitation of Mentally Handicapped 
Persons”. This lecture is arranged in conjunction with the 
New South Wales Association for Mental Health. ~ 


Dr. Francis F. Foldes. 

Dr. Francis F. Foldes, anesthetist, member of the 
Medical Advisory Board and Physician-in-Charge of the 
Myasthenia Gravis Treatment Centre, Mercy Hospital, 
Pittsburgh, will lecture on “Myasthenia Gravis’ on 
Wednesday, April 6, at 2 pm., in the Maitland Lecture 
Theatre, Sydney Hospital. 


THE MELBOURNE MEDICAL POST-GRADUATE 
COMMITTEE. 


PROGRAMME FOR APRIL, 1960. 


Tue Melbourne Medical Post-Graduate Committee 
announces the following programme for April, 1960. 


p.m., The Womens Hospital, Crown Street, 
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Microbiology. 


Microbiology classes will commence on April 5, at 
2.15 p.m., at the Bacteriology Department, University of 
Melbourne, and continue each Tuesday for about twenty 
weeks. The course will be suitable for candidates studying 
for M.D. Part I, and Part II of M.S., M.G.O. and the 
diplomas. The fee for the course is ten guineas, and 
entries are due by March 22. 


Ophthalmology and Special Pathology. 


From April 20, the Victorian Section of the Ophthalmo- 
logical Society of Australia (British Medical Association) 
will conduct a course of about eighty lectures in 
ophthalmology including special pathology. The course 
will be held at the Eye and Ear Hospital, chiefly in the 
late afternoon. The fee is thirty guineas, and entries 
should be made, through the Committee, by April 6. 


Overseas Lecturers. 


On Thursday, April 21, at 8.15 p.m., Dr. Francis F. 
Foldes, Associate Professor of Anesthesiology at the 
University of Pittsburgh, U.S.A., will lecture on 
“Myasthenia Gravis’, at the Royal Australasian College 
of Surgeons, Spring Street. This lecture is open to all 
medical practitioners, under the auspices of the Faculty 
of Aneesthetists. 


Dr. Manuel Lederman, of the Royal Marsden Hospital, 
whose chief work has been in radiotherapy of the eye, 
is expected to visit Melbourne from April 19 to 23, during 
which time a lecture will be arranged. Details will be 
announced. 

Country Courses. 


Wangaratta.—The following course will be given at 


Wangaratta on April 19 (note change of date): 2 pm.,. 


“The Management of Backache”, Mr. W. E. Swaney; 3 p.m., 
“The Coughing Child”, Dr. A. W. Venables; 4.30 p.m., 
“Common Blood Disorders and Their Management”, Dr. 
G. C. de Gruchy. Lectures will be followed by questions. 
Dr. M. Rohan, 10 Docker Street, Wangaratta, is the local 
secretary. 

Warracknabeal.—On April 9, at Warracknabeal Hospital, 
in the Nurses’ Lecture Room, the following course will be 


given: 2.15 p.m., “Congestive Cardiac Failure”, Dr. Maurice 
Clarke; 3.15 p.m., “Management of Compound Fracture”, 
Mr. W. R. Gayton; 4.30 p.m., “Rheumatoid Arthritis” (with 
film), Dr. Michael Kelly. Dr. John D. Searby, Warrack- 
nabeal, is the local secretary. 


Fees.—The fees for the above-mentioned courses are at 


tthe rate of 15s. per lecture, but those who have paid an 


annual subscription to the Committee are invited to attend 
without further fee. 


Flinders Naval Depot. 


On Wednesday, April 20, at 2.30 p.m., at Flinders Naval 
Depot, Mr. B. T. Keon-Cohen will speak on “Surgery of 
the Knee”. This lecture is given by arrangement with 
the Royal Australian Navy. 


information. 


The address of the Melbourne Medical Post-Graduate 
—" is 394 Albert Street, East Melbourne. Telephone: 
2547. 


Ropal Australasian College of Surgeons. 


FACULTY OF ANADSTHETISTS. 


Scientific Day at Sydney. 


Tue Faculty of Anesthetists of the Royal Australasian 
College of Surgeons announces that a scientific day will be 
held on April 9, 1960, in the Maitland Lecture Theatre, 
Sydney Hospital, Sydney. The programme is as follows: 


10 am., opening of the meeting by the Dean of the 
Faculty, Dr. L. Travers; 10.15 a.m., “Pediatric Anesthesia”, 
Dr. Margaret McClelland, Director of Anesthesia, Royal 
Children’s Hospital, Melbourne; 11.45 am., “Respiratory 
Insufficiency”, Dr. John Read, M.R.A.C.P., Department of 
Medicine, University of Sydney; 2 p.m., “Chemical Trans- 
mission at Synapses and Neuromuscular Junction”, 
Professor Sir John Eccles, F.R.S., Department of 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED FEBRUARY 13, 1960." 


Victoria. 


Western Tasmania. Northern Australia. 
Australia. Territory. 


Bilharziasis .. 
Brucellosis 
Cholera 
— (St. Vitus) 


21(12) 


Typhoid Fe ) | 
Typhus (Flea-, Mite- and 


oe oe oe 


Yellow. 


* Figures in parentheses are those for the metropolitan area. 
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Disease. Queensland. 
Wales. Australia. 
Acute Rheumatism .. 1(1) 3(1) 1(1) 5 
Diarrhea (Infantile) 8) 1413) i i 20 
Diphtheria “2 os itd oe es ie 
(Bacillary) 1(1 2(2) 2(2) 6(6) 2 1 
Hydatid os oe 11 os o> ee oe 
Infective Hepatitis .. 57(18) 35(29) 19(6) 9(3) 8(2) 1 
Meningococcal Infection .. 1(1) 1(1) 1 
Ophthalmia_ .. os ee ee ee es we 
aratyphoid .. oe oe oe oe oe oe 
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Physiology, Australian National University, Canberra; 
3 p.m., “Studies on Human Cholinesterases and Their 
Significance for Anesthesiology’, Professor Francis F. 
Foldes, M.D., Mercy Hospital, Pittsburgh, U.S.A. 

All medical practitioners are invited to attend. Those 
intending to lunch at the hospital are asked to send one 
guinea by cheque to the Honorary Secretary of the New 
South Wales State Committee, George M. Davidson, 143 


Macquarie Street, Sydney. 


Qustralian College of General 
jPractitioners. 


QUEENSLAND FACULTY. 


Post-Graduate Week-End, 1960. 

THE Queensland Faculty of the Australian College of 
General Practitioners. will hold its post-graduate week-end 
at Surfers Paradise, Gold Coast, from April 29 to May 1, 
1960. The programme is as follows: 

Friday, April 29: 8 p.m., reception and registration at the 
Chevron Hotel, Surfers Paradise. 

Saturday, April 30: 9.30 am., Paradise Room of the 
Surfers Paradise Hotel, official opening of the week-end; 
10 a.m., “The Management of Hypertension—Three ‘Years 
Later’, Dr. Robert F. O’Shea; 10.30 a.m., “Psychotherapy 
in General Practice’, Dr. William J. Hamilton; 11.30 a.m., 
“Recognition and Management of Heart Conditions in 
General Practice’, Sir Alexander Murphy (guest lecturer) ; 
2 p.m., panel discussion, “Jaundice”; Moderator, Dr. A. W. 
Steinbeck; panel members, Dr. Evan Thomson, Dr. John 
Sullivan and Dr. Charles Ewart; 3.45 p.m., “On Facial 
Pain’, Dr. George Christensen. 

Sunday, May 1: 9.30 a.m., Paradise Room of the Surfers 
Paradise Hotel, “Some Chest Diseases Requiring Surgical 
Attention”, Dr. Morgan Windsor; 10 a.m., “Some Aspects of 
Life Insurance Medicine and Intraprofessional Relation- 
ship”, Sir Alexander Murphy; 11.30 am., “The Difficult 
Appendix”, Dr. Evan Thomson; panel discussion, “Pediatric 
Emergencies’; Moderator, Sir Kenneth Fraser; panel 
members, Dr. Felix Arden, Dr. Paton Black and Dr. L. S. 
Davies; 3.45 p.m., “Hematuria”’, Dr. Alexander Splatt. 

The week-end is open to all medical practitioners, 
whether they are general practitioners, specialists, members 
of the College or otherwise. A special invitation is 
extended to interstate visitors. Accommodation is available 
at the Chevron Hotel, Surfers Paradise, but members may 
stay elsewhere on the Gold Coast if they so desire. If 
accommodation is required, it will be arranged by the 
Secretary on request. The fee for the course and social 
functions is £99s., to cover a medical practitioner and the 
person accompanying him or her. All who propose to 
attend are asked to advise the Honorary Secretary, Box 
1498 V, G.P.O., Brisbane. 


Corrigendum. 


MEDICAL RESEARCH IN AUSTRALIA. 


We are informed that an error has occurred in the letter 
by Dr. D. O. Shiels, entitled “Medical Research in Aus- 
. tralia’, which appeared in the issue of February 27, 1960, 
at page 356. In the last line of the first paragraph, “New 
South Wales” should read “South Wales”. We apologize 
to Dr. Shiels for this mistake. : 


Vevdical Appointments. 


Dr. R. St. J. M. Butler has been appointed Honorary 
Clinical Assistant, Department of Medicine, Royal Adelaide 
Hospital, Adelaide. 

Dr. J. M. Saunders has been appointed Director of 
Anesthesia and _ Resuscitation at the Queen Elizabeth 
Hospital, Adelai 


Deaths. 


Tue following death has been announced: 


Drew.—Charles Francis Drew, on February 19, 1960, at 
Hindmarsh, South Australia. 


Diary for the Worth. 


MarcH 19.—Western Australian Branch, B.M.A.: Annual 
General Meeting. 

Marcu 22.—Tasmanian Branch, B.M.A.: Southern Subdivision, 

Marcu 22.—N.S.W. Branch, BMA: Hospitals Committee. 

MARCH 23.—Victorian Branch, B.M ‘A.: Branch Council. 

MARCH 24.—Tasmanian Branch, B.M.A.: Northern Subdivision. 

Marcu 25.—Queensland Branch, BMA: Council Meeting. 


Marcu 29.—New “a. Wales Branch, uncil 


Quar 
Marcu 31.—New ‘South Wales Branch, B.M.A.: Annual Meet- 


ing. 
MARCH 31.—South Australian Branch, B.M.A.: Scientific Meet- 


Wevical Appointments; Important Motice, 


MBDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without t having first communicated 
with the Honorary Secretary of Bran concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments ia 
New South Wales. 

South Australian Branch (Hi 80 Brougham 
Place, North Adelaide) : All appointments 
in South Australia. 


Editorial Motices. 


ALL articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations, other than those ncrmally used by the Journal, 
and not to underline either words or phrases. 

Authors of papers are asked to state for inclusion in the 
title their principal qualifications as well as their relevant 
appointment and/or the unit, hospital or department from 
which the paper comes. 

mnreferences to articles and t books be carefully checked. 

a reference to rnal the following 
author, year, full title of article, name of journal, volume, 
number of first page of article. In a reference to a book the 
following information should be given: surname of author, 
initials of author, year of publication, full title of book, 
publisher, place of publication, page number (where relevant). 
The abbreviations used for the titles of journ are those 
of the list known as “World Medical Periodicals” (published 
by the World Medical Association). If a reference is made 
to an abstract of a paper, the name of the original journal, 
together with that of the journal in which the abstract has 
appeared, should be given with full date in each instance. 


Authors submitting illustrations are asked, if possible, to 
provide the originals (not photographic copies) of line 
drawings, graphs and diagrams, and prints from the original 
negatives of photomicrographs. Authors who are not 
accustomed to preparing drawings or photographic prints for 
reproduction are invited to seek the advice of the Editor. | 

Original articles forwarded for publication are understood to 
be offered to THm MEDICAL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. 

All communications should be addressed to the Editor, form 
MEDICAL JOURNAL OF TRALIA, The Printing House, 

Street, Glebe, New South Wales. (Telephones: MW 9651-2-3. *) 

Members and subscribers are requested to notify the Manage’ 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one mon 

SUBSCRIPTION RatTEs.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medica] Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate is £6 per annum 
within Australia and@ the British Commonwealth of Nations, 
and £7 10s. per annum within America and foreign countries, 


payable in advance. 
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